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involved in service delivery, including the Indian Health Service 
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(4) community involvement; and (5) agency coordination efforts. The 
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Foreword 



American Indians and Alaska Natives have a unique iiistorical and legal relationship with 
the Federal Government In this **govemment-to-govenunent" relationship. Federal pro- 
grams for.Indians are administered principally by the Department of the Interior's Bureau of 
Indian Affairs. Federal health programs are administered chiefly by Oie Indian Health Service, 
a conqxment of the Public Health Service in the Department of Health and Human Services. 
In addressing die health needs of American Indians and Alaska Natives, mental health has 
lagged behind 

Tbe U.S. Senate Select Committee on Indian Affairs is considering the introduction 
of le^lation to address the mental health needs of American Indians and Alaska Natives. In 
c(nmection with a full OTA assessment of adolescent health issues, the Senate Select 
Committee on Indian Affairs asked OTA to evaluate the mental health needs of American 
Indian and Alaska Native adolescents. 

Adolescents are among the most vulnerable of American Indians and Alaska Natives. 
Tb tiie extent tiiey were bom witii fetal alcohol syndrome, are abused or neglected, live in 
distressed funilies and communities, or exhibit mental healtii problems such as depression, 
anxiety, developmental disorders, learning disabilities, substance abuse, conduct (Usorders, 
and suicidal behavior, Indian adolescents are both distressed themselves and affect die 
collective future of Indians. This Special Report responds to die Committee's request for 
information on these problems and on die services available to respond to Indian adolescents' 
mental health needs. 

The Special Report is the second publication of OTA's adolescent healdi assessment 
The first publication was Adolescent Health Insurance Status: Analyses of Trends in Coverage 
and Preliminary Estimates of the Effects of An Employer Mandate and Medicaid Expansion 
on the Uninsured, a Background Paper published in July 1989, and scheduled to be updated 
in spring 1990. The full report on adolescent healtii will be published in 1990.^ 




With respect to the overall health of American Indians and Alaska Natives, OTA also published Indian Health Care, a 
report addressing the health status of Indians of all ages and the Indian Health Service delivery system, in 1986. 
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Chapter 1 

Executive Summary and Policy Options 



The Senate Select Committee on Indian 
Affairs is considering legislation to enhance and 
improve mental health services to Indians.^ The 
Committee asked the Office of Technology 
Assessment to assist them in this effort by 
reviewing the mental health needs of Indian 
adolescents^ and the services available to tliem, 
and to provide options that Congress might 
consider when designing its legislation. This 
chapter summarizes the findings of OTA's 
review, suggests options that Congress might 
consider, and provides an overview of the 
remainder of the Special Report. 

FINDINGS 

Scientifically acceptable information on the 
extent of mental health problems among Indian 
adolescents and on the availability, accessibil- 
ity, and effectiveness of mental health services 
specifically for Indian adolescents is scarce. The 
intormation that does exist makes clear, how- 
ever, that mental health services for Indian 
adolescents are inadequate. The data that do 
exist on mental health problems suggest that 
Indian adolescents have more serioui* mental 
health problems than the U.S. all races popula- 
tion with respect to: 

• developmental disabilities, such as mental 
retardation and learning disabilities; 

• depression; 

• suicide; 

• anxiety; 

• alcohol and substance abuse; 

• self-esteem and alienation; 

• running away; and 

• school dropout. 

While the causes of mental health problems 
are not known with certainty, the life situations 



of many Indian adolescents are filled with 
stressors that can lead to emotional distress and 
serious mental and behavioral problems. These 
stressors include (in addition to those listed 
above): 

• recurrent otitis media and its consequences 
for learning disabilities and psychosocial 
deficits; 

• fetal alcohol syndrome and its conse- 
quences for mental retardation and less 
severe forms of developmental disabilities, 
as well as psychosocial deficits; 

• physical and sexual abuse and neglect; 

• parental alcoholism; 

• family disruption; and 

• poor school environments. 

In addition, because of their developmental need 
to establish their own identities, Indian adoles- 
cents often feel particularly caught between two 
cultures. 

The resources to cope with these serious 
problems are clearly inadequate. While there are 
at least 397,000 children and adolescents in 
Indian Health Service (MS) service areas, IHS 
funds only 17 mental health providers trained to 
treat children and adolescents, a ratio of less 
than one-half a mental health provider to every 
10,000 children and adolescents. In total, ap- 
proximately 1 to 2 percent of IHS's budget is 
allocated to mental health services for Indians of 
all ages. Only 3 percent of tribal and urban staffs 
are mental health providers. Publicly funded 
State and local services are either unavailable or 
unacceptable to Indian people.^ 

Further, the distribution of the 17 mental 
health providers trained to work with children or 
adolescents varies considerably by IHS service 
area (see table 1). The Bemidji area; California 



Hn this Special Report, the lerm Indians is used to refer lo Amencan Indians and Alaska Natives. 

^is Special Repon is ihc second publication fromOTA s full assessment of adolescent health The full asscsMnent ^ill be published m laie 1990. 

^Services may be unacceptable for a numba of reasons. One of the longstanding concerns in providing mental health ucatmcm and prevention 
services to Indians is the need for cultural sensitivity. Currently, there is a shortage of trained minonty mental health provider*, and sometimes those 
who have completed traimng fmd that the education offered b> nonminonty institutions serves to alienate them from their community rather than maXc 
them a resource. 
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Tabto 1-Chikl- and AcMMcam-Trainad Itomai HMlth Car« Provide for indtan Adolatoinf by MSStrviM Arw 



Chij 3nd ndolttoont u^ntd 
Estimated Number of child- and mental hMlth ova piovidtrs 

^eservatk)n States adolescent user adotescent-trained mentsri perl 0,000 adoleeoent 
iHS service area induded in service area population* health care providers population'* 



Aberdeen ND. SD. NE. lA 9.969 2 2.0 

Alaska AK 10.922 1 09 

Alxjquerque NM.CO 15,434 1 06 

BemkJji MN. Wl. Ml 1 1 ^2 — o'o 

OIRngs MT.WY 12.012 9 yjs 

California CA 8.:«8 — 00 

Nashville AL, MS. LA. FL, NC. PA. 5.3^2 — 00 

NY. CT. ME 

Navajo AZ.NM.UT 42,65*' 2 05 

OWahoma OK,KS 48.05 D 1 qjz 

Phoenix AZ 17.6*2 — 00 

Portland OR. WA. ID 12,617 1 08 

Tucson AZF 5.077 - 00 



Total adolescents aged 10-19 
in IHS service areas 199.422 17 0.8 

Urtjan areas States with 

uft>an programs 

Various AZ.CA.CO,IUKS.MA.MI, 160.000*3 N/A* N/A 

MN, MT. NM. NV. NY. OK. 
OR, SD. TX. UX WA. Wl 



*CaicuIaJ»d from p«r»nt dotrbuton of adotesoent population for IHS iervic© ar«as by age based on 1960 U S. Census Data (: 7). May not be curmnL 
^ some ways, these data overestimate the number of menial health providers for adotescents. For example, the 1 7 WS-funder .xovxJef s are to serve both 
adoieeoents aged 10 to 1 9 and chikJren younger than 10, Older chSdren are more Wceiy to require and seek therapy, ho*^ „ 
^^South^ntral Arizona oniy. 

«»The number of ]nd«n adole«cents lcv\ng in urban areas served by Urban indiar. Health Programs s not known. OTA's estimate is based on an estimated 
total Indian popoJalJOO of approximately 1 5 miBion (estimate for 1965. 322). acproximalely 24 percent (360X)00) of *rhom are estimated to be between 1 0 
and 19 years oW (see footnote b) If approximately 200.000 of these adolescents live m IBS servicA areas (see above). 160,000 woukJ live m areas not 
sen^ by H& This estimate is consistent wjth 1980 census figures showing thai 50 percent of Indians live in metropoltan areas. However, not all of these 
Indian adolescents Kve in urban areas with Ufban Indian HeaJth Programs, so this « probaWy an cveresttmate of the adolescent population served by Vtten 
Indan Hearth Programs. In addition, some Indians Itvng in metropolrtan areas are served o> f-iS (322). 

•The number of child- and adolescent-trained mental health providers ai urban areas is unknown. In any event, the number wouVJ be smaU because fewer 
than 3 percent (15 to 20 providers total) of urt)an program staffs are mental health providers. 
SOURCE: Office of Tichnology Assessment. 1990 



area; Nashville area; Phoenix area; and Tucson 
area have no mental health providers trained to 
work with children or adolescents. The Alaska, 
Albuquerque, Oklahoma City, and Portland 
areas have one each. The Aberdeen and Navajo 
areas have two each. The Billings area has nine. 
Note that in terms of provider to population 
ratios, table 1 presents a conservative estimate 
of the proportion of child- and adolescent- 
trained mental health providers available to the 
Indian population by assuming that adolescents 
aged 10 to 19 would be more likely than younger 
children to seek mental health care. 

There are no comparable data about the full 
range of child- and adolescent-trained mental 
health providers (i.e., including psychiatrists, 
psychologists, social workers, and other mental 
health professionals) for the U.S. all races 



population, although some data, as well as a 
recommended ratio of providers to children, are 
available regarding child psychiatrists. These 
data can be extrapolated to suggest that tfiere be 
a ratio of between 4 and 5 specially trained 
mental health providers to every 10,000 children 
19 and under. Tf this ratio were applied to the 
IHS service population, there would be an 
increase from 17 to approximately 200 specially 
trained mental health providers for reservation- 
based Indians alone. 

In addition to the expansion of services, 
important needs are to make any such expansion 
responsive to the particular needs of Indian 
adolescents and their communities and to im- 
prove coordination among service agencies. 
Evidence for the effectiveness of mental health 
treatment adjpted to Indian adolescents is lack- 
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Rgure 1— Child- and Ado;MC«m-Tiidne(^ Mental Haalth Cara ProvMars for Indbm Adolaacants by MS Sarvica Araa 




o Area office 
A Hospital 

A Tribaify operated hospital 
• Health center 

o Trtbally operated hearth center 
^ Rural-lnt)ai health program 



OkJahoma City ano Alouquerque areas 
2 ' I I Uo\ an IHS service area 



SOURCE Office of Technology Assessement. 1990 
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mg, aittiOQgti several promising models exist 
There is considerable evidence ta suggest that, 
in general^ mental health treatment for children 
and adolescents can be effective. OTA therefcM^ 
OMicludes that in order to meet the unmet mental 
health needs of Indian adolescents mental tiealth 
services must be expanded in ways sensitive to 
the needs of Indian adolescents and their com- 
munities. 

These and other needs are addressed in the 
following section on guiding principles and 
options for a community-based, comprehensive, 
mental health services system for Indian adoles- 
cents. 



GUIDING PRINCIPLES AND 
OPTIONS FOR A COMMUNITY- 
BASED, COMPREHENSIVE, 
MENTAL HEALTH SERVICES 
SYSTEM FOR INDUN 
ADOLESCENTS 

OTA's evaluation of American Indian and 
Alaska Native adolescents' mental health needs 
and the services available to them suggests a 
number of principles for Congress to consider as 
it designs legislation to improve the mental and 
emotional health of American Indian and Alaska 
Native adolescents. These guiding principles 
were agreed upon by an OTA panel of experts 
and are consistent with principles derived by 
similar groups (e.g., 33,145,253,301,336,341). 
F»rst, the guidelines are summarized. Then, 
obstacles to implementation of the guidelines 
are discussed. Finally, options for congressional 
consideration are presented. 



Guiding Principles 

A consensus exists that mental health services 
for American Indian and Alaska Native adoles- 
cents should adhere to the following principles. 
Mental health services for American Indian and 
Alaska Native adolescents should: 



• be accessible to all American Indian and 
Alaska Native adolesccints, regard^ of 
geographiciocationcMr socioe^^ 

• be adequately fiinded 7 

• be iTOvidedjyithin a conti^^ 
include, at a minimum, inpaHent fire^ 

ia a psychiatric hospitsd, a tjnes^htial 
treatment center, a partial hospital pro- 
gram, and an ou^tient service; 

• be comprehensive, to include preventive 
services, treatment, and community educa- 
tion; 

• be coordinated within and between service 
agencies, including ncm-mental health sys- 
tem agencies, and State, local, and other 
Federal (non-IHS and Bureau of Indian 
Affairs (BIA)) agencies; 

• be provided in the community to the extent 
possible; 

• include the affected community (including 
adolescents) in the design, management, 
and evaluation of services to the extent 
possible; 

• be consonant with the cultural, spiritual, 
and religious values of American Indian 
and Alaska Natives; 

• be appropriate for adolescents; 

• be family-based to the extent clinically 
possible; 

• be based on valid data about the extent of 
need and availability and effectiveness of 
services; 

• be of high quality; and 

• be provided on a timely basis. 

Obstacles to Implementing Guiding Principles 

Numerous obstacles exist before the guiding 
principles listed above can be implemented. 
This brief description of obstacles represents a 
summary of the service conditions in WS and in 
other service systems (e.g., BIA, local. State, 
and otlier Federal agencies) described in the 
body of this report. Several of the conditions 
described in this section present obstacles to 
implementing more than one of the guidelines 
described above. Not every obstacle may be 
amenable to change through legislation. 
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Obstacles to Accessibility, Adequate Staffing, 
Continuous, Comprehensive, and Appropriate 
Services 

Little headway in improving services to 
adolescents can be made with a total categorical 
IHS budget of $13 mflUon for mental health 
services.^ Only 198 IHS staff members are 
mental health professionals; only 17 of these are 
specially traii^ to treat children and adoles- 
cents. There are only 21 inpatient psychiatric 
beds for Indians; none of these are designated 
for adolescents. Virtually no partial hospitaliza- 
tion, transitional living, or child residential 
mental healA treatment facilities exist in IHS 
direct or tribal operations. 

Obstacles to Providing Continuous, 
Comprehensive, and Coordinated Services 

Primarily because of funding disputes or 
inadequate resources, local. State, and Federal 
programs that are not based in IHS or BIA are 
unlikely to serve Indians (322). Because they 
have different objectives (e.g., education and 
criminal justice for the BIA versus health for the 
IHS), BIA and IHS programs often are not 
coordinated. Within the IHS, alcoholism, pri- 
mary health programs, and mental health serv- 
ices are often not coordinated. 

Obstacles to Providing Services Consonant With 
the Cultural, Spiritual, and Religious Values of 
American Indians and Alaska Natives 

At present, few mental health service 
providers are Indian, and cultural-sensitivity 
training of providers is inadequate. Few oppor- 
tunities exist to train additional Indian mental 
health providers. Western-trained mental health 
services providers may be insufficiently sensi- 
tive to cultural issues to work effectively with 
Indian communities. Indian communities may 



resist some of the prevention and treatment 
recommendations of Western-trained mental 
health professionals. 

Obstacles to Services' Being Designed by the 
Affected Community 

Many service programs originally under 
the control of the Federal Government are 
moving toward community control by Indians 
themselves. However, numerous problems have 
beset the full implementation of Indian self- 
determination (322).^ Issues common to all 
health services, including mental health, include 
the extent to which the IHS contracting process 
either allows or undermines Indian ccxitrol. 
Another generic issue is whether Indian ccnunu- 
nities have developed the competence to design, 
manage, monitor, and evaluate their own ihx>- 
grams. For mental health services, and the 
coordination of mental health with other health 
services, a particular problem is presented by the 
sometimes di^erent interpretations (by tribes 
and IHS and BIA professionals) of mental 
health and emotional problems and their appro- 
priate treatment 

Obstacles to Services' Being Informatton^Based 

With adequate information on the epidemiol- 
ogy and etiology of mental health problems, and 
on the value and extent of services available to 
help Indian adolescents with mental health and 
emotional problems, Indian communities and 
Federal agencies would be much better equipped 
to provide appropriate and effective mental 
health services. Such information is not cur- 
rently available to Indian conmiunities (322). 
Epidemiologic, etiologic, and clinical research 
is needed (88). Such research should be cultur- 
ally sensitive (see 269). 



101st Congress voted a total appropriation of $21,5 million for IHS mental health programs for fiscal year 1990 (Pubhc Law 101-121). Of this 
amount, $3,2 million was set aside by Congress for specific activities* $Z5 million was set aside by IHS for specific activities and reserves (including 
$75,000 for regionally planned training to serve children and adolescents), and the remainder was allocated to area mental health programs to achieve 
an j^iproxiniate allocation of $12 per capita (McCoy. C. U.S. Depanmcnt of Health and Human Scivices, Public Health Service, Indian Health Service, 
personal cocnmunication, Dec. 21, 1989), 

^Some of these issues were addressed in the recent amendments to Public Law 93-638 (Indian Self-Determination and Educauon Assistance Act 
Amendments of 198S [Public Law 100-472]). 
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Obstacles to Assuring Mental Health Services of 
HiiiihQuaUty 

Evaluations of mental health and related 
services to Indians have been few and far 
between. Without such evaluations, it is difficult 
to determine whether services of high quality are 
being provided.^ 

Congressional Options 

Many of the steps Congress could take to 
improve the mental health of Indian adolescents 
are expansions of legislation passed in the 100th 
Congress (e.g., aspects of Public Laws 100-297, 
100-472, 100-713) or of changes akeady begun 
in the Federal agencies serving Indians (353). 
Others require substantial infusions of resources. 

Options to Increase Both Dollar and Staffing 
Resources for Mental Health Services for Indian 
Adolescents Within IHS 

• Option 1 — Increase categorical funding for 
IHS for mental health services. IHS*s 
internal deliberations have determined that 
IHS needs at least twice the amount of 
funds currently allocated to mental health. 
If child and adolescent mental health serv- 
ices are to be increased, more funds than 
that may be needed. 

• Option 2 — Provide categorical funding for 
mental health services specifically for In- 
dian children and adolescents. 

Increases in categorical funding would 
help to ensure that the mental health needs 
of Indian adolescents are met. However, 
without an overall increase in funding for 
IHS, these increases wouid decrease the 
flexibility of IHS to meet the other health 
and mental needs of Indians of all a;ges. 
Further, any expansion of services shculd 
be teamed with a qualitative change in the 
service approach, to provide a culturally 
competent, continuous system of care for 
children and adolescents. 



• Option 3 — Provide for a specific level of 
full-time-equivalent mental health {kofes- 
sionals, a portion of whom are forbe for 
children and adolescents. OTA cqnclud^^ 
that at least one to two child- or iadolesi^^ 
trained nientai health professionsUs'm 
service unit seems necessary, at^ least 
initially. Ideally, child- or adolescent- 
trained professionals would also be availa- 
ble in yoiith services centers and schools* 

• Option 4 — ^Provide for training of non- 
mental health professionals (e.g., primary 
care physicians) nurses, and nonpix)fes- 
sional mental health providers (e.g., mental 
health technicians) to be better observers of 
the need for mental health sources and 
better providers of mental health care. 

• Option 5 — Mandate that a specific portion 
of Indian Health Professions scholarships 
(see 25 U.S.C. 1613a) be for students who 
pledge to work with adolescents. 

• Option 6 — Expand retention bonuses (25 
U.S.C. 1616j) to mental health profession- 
als other than physicians and nurses, and 
improve retention bonuses for physicians 
and nurses. 

• Option 7 — Ensure that the Indian Health 
Care Improvement Fund (25 U.S.C. 1621) 
is allocated at least in part to mental health 
services. 

Currently, it is ''approved*' but not 
required for the Secretary to spend Indian 
Health Care Improvement funds^ for men- 
tal health services. 

• Option 8 — Provide a mechanism to use 
underutilized IHS hospital general medical 
beds for adolescent psychiatric patients. 

Options to Increase Funding for Mental Health 
and Related Services for Indian Adolescents in 
Non-IHS Programs 

The amount of mental health care received 
by Indian adolescents from non-IHS sources is 
not known, but it is believed to be very small. 



^The quality of services can also be detennined in part by the extent to which services adhere to standards (325). IHS has recently developed nadonal 
mental health program standards as part of its quality assurance efforts (355); OTA did not evaluate these standards. 

% fiscal years 1990 and 199U $19 milli(m for the Indian Hcalthi Care Improvement Fund was authorized, and $29 milHon for fiscal year 1992 (25 
U.S.C. 1621). 
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Congress could help Indian adolescents receive 
services from non-IHS sources by providing 
set-asides for Indian adolescents in general 
legislation. However, these may not be sensitive 
to Indian cultuies, and so may not be used by 
Indian adolescents unless some provision is 
made to increase the sensitivity of non-IHS 
service providers. 

Precedent for set-asides for Indians, including 
Indian adolescents, exists. For example, recent 
legislation designed to combat alcohol and drug 
abuse (the Drug-Free Schools and Communities 
Act [Section 5112(a)(2) of the August F. 
Hawkins-Robert T Stafford Elementary and 
Secondary School Improvement Amendments 
of 1988 (Public Law 100-297)]«) reserved 1 
percent of the authorized funds for drug educa- 
tion and prevention programs for Indian youth. 
As another example, the Indian Education Act 
of 1988 (Tide V, Part C, of Public Law 100-297) 
provided financial assistance to local education 
agencies to develop and carry out elementary 
and secondary school programs specially de- 
signed to meet the special education and cultur- 
ally related academic needs of Indian students. 
Vocational rehabilitation legislation allows for 
the making of grants to Indian tribes (29 U.S.C. 
7S0). Set-asides and mandated funding would 
ensure that Indian adolescents are included in 
innovative programs available to non-Indians.^ 

• Option 9 — ^Provide set-asides for Indian 
adolescents in general legislation, such as 
the Alcohol and Drug Abuse and Mental 
Health Block Grant (Public Law 100-690), 
Juvenile Justice and Delinquency Preven- 
tion Act (Public Law 100-690), Vocational 
Rehabilitation Act, Sec. 130, and Maternal 
and ChUd Health (MCH) Services Block 



Grant (Title V of the Social Security 
Act),io 

• Option 10 — Clarify the intent of Public 
Law 98-509, which permits the United 
States Department of Health and Human 
Services (U,S, DHHS) to provide alcohol, 
drug abuse, and mental health (ADM) 
block grant fimds directly to Indian tribes. 

Public Law 98-509 permits U.S, DHHS 
to provide ADM block grant funds directly 
to Indian tribes (42 U.S.C, 300x-la(b)(l)). 
However, paragraph 2 of the same section 
of the U,S, Code limits the amounts to be 
so distributed to Indian tribes to ''the 
amount which bears the same mtio to the 
State's allotment for the fiscal year in- 
volved as the total amount provided or 
allotted for fiscal year 1980'^ (42 U.S-C. 
300x-la(b)(2)). Thus, unless tribal organi- 
zations applied for and received such 
grants in fiscal year 1980, they are ineligi- 
ble to take advantage of this provision 
(245). 

• Option 11 — Mandate services to Indian 
adolescents under Federal programs such 
as Medicaid (Title XIX of the Social 
Security Act). 

There are already precedents for this in 
other acts. For example. States are required 
to provide vocational rehabilitation serv- 
ices to American Indians with disabilities 
residing in a State to the same extent as the 
State provides su'^h services to otner signifi- 
cant segments of the resident population of 
individuals with disabilities residing in the 
State (29 U.S.C. 721(B)(20)). States are 
also required to consult with Indians in the 
development of State plans (29 U.S.C. 
721(B)(20)). 



The legislatioo permitted the Dq)anment of Education (DoEa) to contract with Indian tribes, using the provisions of the Indian Sel^Dete^nmauon 
Act (Section 5133 of Public Law 100-297). 

^For example, the ADM Block Grant mandates that at least 10 percent of mental health funds be used to provide services and programs for seriously 
etnodonilly diauirbed children and adolescents (Public Law 100-690, Sec. 2033(A)). Half of this amount is to be used to provide new or expanded 
services and programs (Public Uw 100-690, Sec. 2033(B)). 

i^niie Maternal and Child Health (MCH) Services Block Gram provides health services to mothers and children, particularly those with low income 
or limited access lo health services. The purposes of the block grant include reducing infant mortality; reducing the incidence of prevemable disease 
and handicapping conditioos among children; and increasing the availability of prenatal, delivery, and postpartum care to lowmcomemothers. Mothers 
and children whose incomes fall below the poverty level may not be charged for services. States determine the services to be provided under the block 
grant. In fiscal ycat' 1987, $478 million was appropriated for the MCH Block Gtmt 
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OptioBs to Provide for^ and Evaluate the 
Effecttvenetf oft Alternative Models for 
Access to Mental Health Services 

Even if overall resources and staffing w^eie 
improved, small community sizes and wide 
geographic distribution of Indian populations 
would make the provision of i^fessional men- 
tal health services difficult Some Indian com* 
munities are located in rural areas where mental 
health services are not available from anyone. 
Thus, alternative models for access are needed, 
such as mobile practitioners, additional use of 
the village suppcnrt worker model, consul tation 
and technical assistance to indigenous mental 
healtii workers, and transportation to available 
services. In general, the effectiveness of these 
alternative methods has not been evaluated.^^ A 
precedent exists in legislation providing for 
grants to local educational agencies (LEAs) for 
the cultural enrichment of Indian children; this 
legislation allows for funds to be used for pilot 
projects to demonstrate effectiveness of these 
models (Title V, Part C, of Public Law 100- 
297). 

• Option 12— Provide for demonstration proj- 
ects for alternative models for access to 
mental health services, such as mobile 
practitioners, additional use of the village 
support woricer model, consultation and 
technical assistance to indigenous mental 
health workers, and transportation to avail- 
able services. 

Optk>ns to Support Intra- and Inter-Agency 
Coordination for Mental Health Problems 

• Option 13 — ^Mandate coordination of child 
and youth services at the highest levels of 
the IHS, the BIA, other Federal youth 
services programs, and States in which 
Indians reside. 



The programs to be coordinated could 
include, but not be limited to: 

— ^IHS mental health, maternal and child 
health, alcohol and drug abuse, conrniu- 
nity healdi nursing, CHR, and health 
education programs; 

— Child Sexual Abuse Treatment Demon- 
stration Programs (25 U.S.C. 16801); 

— ^BIA Juvenile Detention Centers (25 
U.S.C. 2453 [4220 subsection h])^^; 

— BIA Model Indian Juvenile Code (25 
U.S.C. 2454); 

— BIA Office of Alcohol and Substance 
Abuse Indian Youth Programs (25 U.S*C. 
2413(c)); 

— ^mS regional youth detoxification and 
treatment programs (25 U.S.C* 2474(a); 
25 U.S.C. 2474(b)); 

— ^IHS conununity-based rehabilitation and 
follow-up services for Indian youth who 
are alcohol and substance auusers (25 
U.S.C. 2474(d)).^3 

Precedent for such coordination exists. For 
example. Public Law 99-570 required that a 
memorandum of agreement be develd^)ed be- 
tween IHS and the BIA that would identii^ the 
scope of alcohol and substance abuse problems 
among Indian youth; identify relevant resources 
and programs of the BIA, the IHS, and other 
Federal, tribal. State, local, and private re- 
sources; develop and establish appropriate mini- 
mum standards for each agency's program 
responsibilities; and coordinate BIA and IHS 
alcohol and substance abuse programs (25 
U.S.C 2411; 25 U.S.C. 2431; 25 U.S.C 2433; 
25 U.L\C. 2441). 1^ 



iipublic Uw 100^ authorized funds for Community Health Representattvcff, but did not require that their effectiveness be evaluated* 

i^I^ example. PubUc Uw 100-^ legislated that the IHS **shall not refuse 
pursuamtosubaectk»(a)wbohas been chji^ed or is beingproaecuied for any crimed 

ortheyouthisdetenninedbyacouitofcompetcntjurisdictiontobeadangertooito 2210). 
i^Includes a pcovisoQ that mental health professionals are to lun setvices. 

i^Anotber proviikn required immediate medical examination by IHS (direct or contract care) of juveniles arrested for alcohol or substance abuse to 
detennlnc the juvenile's mental or physical state (25 U.S.C. 24S2(a)). 
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Options to Provide for Community Involvement 
in tile bttign and^ta of Mental 

IIfil& jServtod^ tlie Ability of 

Indiiw Des^ and Implement 

Mt»taifH<Miltii^^^^ Responsive 
to Thtir Om Needs and Consonant With Tlieir 
Comimunity Values 

Indian participation in ttie design of serv- 
ices is a major theme of recent legislation, but 
such control primarily takes the form of turning 
over responsibility for the delivery of services to 
Indian ^bes themselves. Indians could also 
increased their participation in the design of 
services delivered directly by the IHS. Iii this 
way, Indians could gain experience in designing 
and delivering programs at the same time the 
programs would become more responsive to 
Indian needs. Precedent for such participation 
exists, for example, in legislation providing for 
grants to LEAs for the cultural enrichment of 
Indian children (Title V, Part C, Section 53 14 of 
Public Law 100-297, The Tribally Controlled 
Schools Act of 1988). This legislation requires 
that programs be developed and operated with 
the participation of parents of Indian children, 
teachers, and where applicable, secondary 
school students themselves.^^ Public Law 99- 
570 authorized $1 million a year (for each of 
fiscal years 1989, 1990, 1991, and 1992) for 
BIA grants to tribes for development of Tribal 
Action Plans to coordinate available resources 
and programs to combat alcohol and substance 
abuse among tribal members (25 U.S.C. 2412(d)). 
In general, U*S. DHHS is to provide technical 
assistance dii'ectly to tribes and to make grants 
to tribes for obtaining technical assistance from 
entities other than IHS (Public Law 100-472). 

An example of legislation that goes further in 
helping to train tribal leaders is the provision in 
Public Law 100-713 for demonstmtion projects 
for tribal management of health care services 
(25 U.S.C. 1680h). Importantly, during the 
demonstration period, die Secretary was to 



award all health care contractsXincluding com- 
munity, behavioral, and {xeventive ihi^di care 
contracts) to die Indian tribe m the f(^ 
smgle grant (25 U.S.C. 1686h(b)), knd vvas 
permitted to waive {Hovisions of ^Federal pro- 
curement law<.^^ An evaluation of the demcmstra- 
tion project is required. 

• Option 14 — ^Mandate a miental health pro* 
grams advisory board in every service unit 
and area office of the MS, and at the IHS 
headquarters level. It would be important 
that the Mental Health Programs advisory 
board integrate its activities with advisory 
boards for other health and social prob* 
lems. 

The 1984 IHS Ad Hoc Group on Mental 
Health reconmiended that a standing IHS 
Mental Health Council be formed but the 
IHS and the Health Resources and Services 
Administiation (HRSA)^'' rejected tiiat rec- 
ommendation (265). 

• Option 15 — More adequately specify the 
mental health aspects, if any, of the evalua- 
tion component of the tribal management 
demonstration project authorized in 25 
U,S.C. 1680h. 

Options to Improve the Sensitivity of Mental 
Health Providers to Cultural^ Religious, and 
Spiritual Considerations in Mental Health 
Services Delivery 

Precedents for implementing this option 
include the Indian Education Act of 1988, which 
authorizes grants to prepare teachers, social 
woricers, and ancillary personnel to serve IiHlian 
smdents (Public Law 100-297). Public Law 
100-713 requires the IHS to establish a program 
to provide educational instmction in Ae history 
and culture of ^'particular Indian tribes*' to 
appropriate employees (25 U.S.C, 16l6f)- A 
similar provision requires training for Conmiu- 
nity Health Representatives to * 'promote tradi- 
tional health care practices of the Indian tribes 



1% introducing die need for tribaHy comrolled schools, Coogiess stated thu "true lelf-deierminaticn in any society of people isdqpcadent upon an 
edticMicoal process which will ensure the development of qualified people to fulfill meaningful leadership roles*' (25 U.S.C. 2501). 

^H'rovided ±m any such waiver **does not diminish or endanger the deliveiy of health care services to Indians/* 

<7lc 19S4, IHS was part of the HRSA; it has since been elevated to agency status. 
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served consistent with the [Indian Heidth] Serv- 
ice standards for the provision of health care, 
health (vomotion, and disease prevention'* (25 
1616(bX2XB)(6))- 

• Option 1 6 — ^Require that training under the 
tribal culture and history program of Public 
Law 100-713 (25 U.S.C. 1616f) be pro- 
vided to aD mental health professionals, 
particularly those who work with children 
and adolescents. 

Options to Make the Delivery of Mental Health 
Services to Indian Adolescents Informatfon* 
Based 

More efficient collection and sharing of 
information by IHS and BIA would assist Indian 
communities, the IHS, and BIA to design 
programs and evaluate their effectiveness. Epi- 
demiologic, service, and effectiveness data are 
necessary. For e>cample, the BIA is required to 
provide IHS, affected tribes, and Tribal Coordi- 
nating Committees with data relating to **calls 
and encounters, arrests and detention, and dispo- 
sition or cases by BIA or tribal law enforcement 
or judicial personnel involving Indians where it 
is determined that alcohol or substance abuse is 
a contributing factor** (25 U.S.C. 2455), and 
with data on child abuse and neglect cases (25 
U.S.C. 2434(b)). 

• Option 17 — Mandate the regular colleaion 
of epidemiologic data about the mental and 
emotional health status of Indian adoles- 
cents, peiliaps beginning with demonstra- 
tion projects. 

• Option 18 — ^Man iate the timely sharing of 
IHS and BIA ser\ ice data with tribes. 

• Option 19— Expandtheproviskxiof informa- 
tion required in 25 U.S.C. 2475 and 25 
U.S.C. 2455 from infcnmation about alco- 
hol and substance abuse to information 
about other mental and emotional health 
IHX>blems. 

e Option 20 — ^Mandate and support evalua- 
tion studies of IHS and BIA programs 
related to the mental and emotional health 
of Indian adolescents. Precedent for this 
^roach is included in Public Law 99-570, 



which required diat j^ot progratns monitor 
die effectiveness of sunrnier ybute^ 
grams in furthering the prey^n^on \of 
alcohol and substance abuse (^ U!S;G. 
2431(a)). 

• Option. 21— Provide for involyemeiit of 
Federal research agencies ifi ba^c and 
applied research on mental health problems 
and service needs of Indian adolescents. 
For example, issues relevant to Indian 
adolescents could become part of the 
National Plan for N^MH-sponsored Child 
and Adolescent Mental Disorders Research 
(144). 

There can be no doubt that the mental and 
emotional health problems of Indian adolescents 
need to be addi^sscd, and that the potential 
exists for helping Indian adolescents to improve 
the quality of tlieir lives and reach a satisfying 
and productive adulthood. The discussion above 
of precedents for congressional options suggests 
that the Federal Government has shown its 
willingness to commit resources to mitigating 
the problem of alcohol and substance dbuse 
among Indian youth. However, alcohol and 
substance abuse may be symptoms of other 
severe problems among Indian youth. A similar 
commitment to the mental and emoti<Mud bealdi 
needs of adolescents and their families before 
they are manifested as alcoholism and substance 
abuse may be equally effective. 

ORGANIZATION OF THE 
SPECIAL REPORT 

This Special Report focuses on cumentknowl- 
edge about the mental health problems of 
American Indian and Alaska Native adolescents 
and the service systems that have evolved to 
treat such problems. 

Chapter 2 considers mental health problems 
of American Indian and Alaska Native adoles- 
cents alcHig a continuum nmging from diagnosa- 
ble mental disorders through serious mental 
health concerns to stressful life events* Where 
possible, underlying causes have been high- 
lighted and ratios compared to those of the 
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general adolescent population. The chapter closes 
by outlining the most pressing information 
needs and the challenges that to be faced in 
addressing them. 

Chapter 3 focuses on the nature and scope of 
mental health care that is available to Indian 
adolescents. It opens with a synopsis of the 
Federal, tribal, urban Indian, State, and local 
systems that play major roles in the delivery of 
services to adolescents. The report then outlines 
the various treatment settings that constitute a 
continuum of care, which represents the optimal 
framework for organizing and coordinating the 
necessary array of interventions. It next de- 
scribes the spectrum of treatment modalities, 
considers their current status in Indian pro- 
grams, and provides specific examples. 

The report subsequently turns to preventive 
and promotive interventions, and summarizes 
the salient characteristics of those reported in the 
published literature as well as those identified 
by a field survey of actual practice. The related 
needs for sensitivity to the variety of Indian 
cultures and values and to community involve- 
ment are also addressed in this chapter. This 
section closes on the need to develop a more 
articulated, responsive, and comprehensive sys- 



tem which capitalizes on the best of all available 
means of intervention and personnel. Appendix 
A summarizes a number of earlier evaluations of 
the mental health needs of Indian adolescents. 

The primary focus of this Special Report is on 
Indian adolescents from 10 to 19 years of age. 
Younger children inevitably have been included 
in some areas of discussion, largely as a function 
of antecedent conditions that become manifest 
as mental health problems in adolescence. 
Notable examples include developmental disa- 
bilities and fetal alcohol syndrome. 

The Special Report is somewhat limited in 
that some areas of mental health concern have 
engendered surprisingly little research and even 
less published material. Consequently, informa- 
tion sources are limited and often difficult to 
access. In addition, understanding of the mental 
health problems of childhood and adolescence is 
in flux. There is not the same clarity about such 
phenomena among youth as there is among 
adults. Finally, and perhaps most important to 
an analysis of Indian mental health issues, with 
rare exceptions the WS, BIA, tribal, and urban 
Indian health care program utilizatic ^ data do 
not lend themselves to ready analysis of mental 
health problems. 



Cha|>ter2v 

Mental Health Problems of American Indian 
and Alaska Native Adolescents 



The following discussion of mental health prob- 
lems among American Indian and Alaska Native 
youth has been organized in terms of a continuum of 
concerns. It begins first with problems that are 
considered diagnosable mental disorders. Diagnosa- 
ble mental disorders represent serious difficulties 
that are usually associated with readily observable 
distress or functional impairment Examples include 
developmental disabilities, depression, anxiety, and 
substance abuse and dependence. DSM-III-R, die 
Diagnostic and Statistical Manual, Version Three 
(Revised) of the American Psychiatric Association 
(12), provides a widely accepted, altiiough not 
uncontroversial, nomenclature for describing and 
classifying such mental healtii problems (323). 

The discussion then turns to still serious, but less 
diagnostically specifiable pnDblems of childhood 
and adolescence. These include school dropout, 
delinquency, and runaway youtii. Many mental 
health professionals assume that these types of 
problems either mask, are caused by, or lead to the 
psychological dysfunction and illness embodied in 
the major menial disorders. 

The last portion of the discussion provides a 
broader view of the stresses tiiat Indian adolescents 
experience and that> consequently, may render them 
more vulnerable to serious mental and emotional 
problems in question. 

The causes of most childhood mental health 
problems remain unknown (144,323). However, 
related risk factors, often multiple and interlocking, 
are noted in die context of each mental health 
problem reviewed. 

DIAGNOSABLE MENTAL 
DISORDERS 

A significant portion of DSM-III-R is devoted to 
disorders usually first evident in infancy, childhood, 
or adolescence. Other mental disorders may afflict 
children and adolescents but are usually more 
common in adults. The weight of clinical experience 
suggests tiiat most DSM-III-R disorders are repre- 



sented at least as frequenUy among American Indian 
and Alaska Native adolescents as in the adolescent 
population at large. Clinical experience, and some 
research evidence, suggests that several disorders 
may occur more frequently among Indian adoles- 
cents. These include mental retardation, specific 
developmental disorders, post-traumatic stress dis- 
order^ identity disorder, substance use/abuse disor- 
der, depression disorders, and adjustment disorders.^ 
Anorexia nervosa and bulimia nervosa would appear 
to be less frequent am<^ng Indian adolescents. More 
valid estimates of the extent o^ diagnosable mental 
disorders among Indian adolescents (and non-Indian 
adolescents) await systematic epidemiologic study.^ 

Developmental Disorders 

The prevalence of mental retardation and otiier 
developmental (disabilities among Indian adoles- 
cents is not well established, although several 
studies suggest that tiiey occur with greater fre- 
quency in this population tiian in otiiers (238,262; 
see table 2). Based in large part on sources published 
before 1979. die Native American Rehabilitation 
and Training Center concluded diat neurosensory 
disorders and certain developmental disabilities 
appear to be from 4 to 13 times greater for American 
Indians dian for the U.S. population in general 
(234a). 

A more recent analysis of national data from 1984 
found smaller differences (238; table 3). However, 
diis study found that almost 10 percent of American 
Indian students in public schools had some form of 
developmental disability. O'Connell reported diat, 
for die Nation as a whole, die frequency of learning 
disabilities was greatest for American Indians among 
public school students (5.28 percent of all Indian 
students, compared to 4 percent for all minorities on 
average and slighUy more dian 4 percent for Anglo 
students). Indian students were second only to 
blacks in the proportion of educable and trainable 
mentally retarded. O'Connell and her colleagues 
also analyzed BIA data gadiered in 1986; diese data 
suggested that 8.72 percent of diose enrolled had 



iNoc discussed in this Special Repon because of a lack of research evidence. 
^Noc discussed in this Special Repon because of a tack of research evidence. 
3Thc U.S. DHHS NIMH hopes to make such a study one of its 1991 initiaUves (248). 
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Tbbto 2--Studl- G»nf «ting EMmatM of Dtv^ioprMntai DUtbimiM Among Indian Chlidrm and AdolMCMts 

Settino Sample Method nndinps 

Reschly and Jipeon, 

1^76 PuWte schools Students; K-12; stratified WISC-R l4%Paptto 

Pima County AZ random sample 8% Black 

6% Hispanic 
2% White 
mental retardation 

Ramiriz and Smith. 

^978 BIA schools. Students; K-12 Staff survey 38%; aM handicappina 

nationwide conditions 

Joe» 1 980 Navajo Nation Disabled tribal members Survey Percent males more than 

identified by multiple percent femitos; 5% 

sources in IHS, BIA. and educable mentally 

tribes; average age - 12 handicapped; 12% 

y^a^ deveioprnentaldisabled;34% 

learning disabled; 10% 
multiply handicapped 

May. 1 9S3 MH programs Qients 1 0- to 1 9-years old Service utilization 5% { 1 981 ) 

IHS Albuquerque Area 1981 (n . 2,168) review 4.4% (1982) 

^ 2!!i?? 1982 (n. 3.540) mental retardation 

*RtftrtrK»s are located at erxJ of report ' 
SOURCE: Offiot of T«chnologv A«s«s»ment. 1990. 



Tablo 3-^hool-R^latod Handicapping Conditions of Ethnic MInorltlw, 1984 

Percent of ethnic group with disability 

Disability American Xotal 

^^O0«y Indian Asian Hispanic Bl^j minority Anglo 

Educable mentally retarded .... 1 .34% o.33% 1.02% 2.62% 1^0% 092% 

Trainablo mentally retarded .... 0.32 0.18 0.25 0.38 0.32 0.25 

Speech impairment 2.33 1.34 176 2J20 1.99 2.50 

Severely emotionally disturbed . 0.61 0.12 0.39 0.35 0.64 070 

learning disabled 5.28 1^66 4^14 4^26 4^1 4.14 

"^'O^a^ 9-88% 3.63% 7.56% 10^31% 8.86% 8.51% 

SOURCE J C 0*Conn«ll (ad ). "A Study of irw Sp«c»aJ Problems and ^4••ds of Amencan Indian* With Hand»cap«. Both On and Off th« Raeervation.- r«x>ft 
prtpar td for th« Office of SpedaJ EducaUon and Rahabltitation Sarvjces, U.S. Department of EdocaDon, 1 987. 

learning disabilities alone (238). These data suggest (50) Unfortunately, the systematic study of depres- 

that developmental disabilities are a serious problem sion among adolescents in general, much less their 

among Indian adolescents. There is evidence to Indian counterparts, has advanced more slowly than 

suggest that they are related to the high prevalence among adults. This lag is largely due to stili- 

of otitis media and fetal alcohol syndrome among evolving theories about depression in childhood 

Indian children (discussed below). which must account for highly situational stresses 

and fluctuating maturational processes (323). It is 

Depression "^^ surprising, then, that the available diagnostic 

tools are neither as well-tested nor widely applied as 

Depression — whether taken as a set of nonspe- comparable methods for adults, 
cific symptoms of psychological distress which 

includes sadness, or as a psychiatric disorder with Nonetheless,depression is frequently cited among 

characteristic symptoms, course, and prognosis— the troubles experienced by Indian youth. As shown 

has long been a concern with respect to Indian in tabb 4, of the studies comparing the level of 

adolescents. Numerous clmicians and investigators depression among Indian adolescents with a sample 

argue, for example, that many behavioral difficulties of non-Indians (3,170,366), most reported more 

such as conduct disorder, learning problems, or even depression among Indian adolescents. The total 

substance abuse may reflect underlying depression prevalence of depression among Indian adolescents 

ERIC ^5 
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Tibto 4— Studits Gtnmting EstirratM of Qtprtttlon Among Indlati Adottsctnts 



Study^ Setting Sample 

Stu<Si00 iMlng 9Cf99ninQ In$tnim$nt9 ford0pr$t9fy0 9ymptom9: 

KleinfekJ and Btoom. 

1977 BIA boarding school Eskimo students grade 9 

(Alaska) (n » 132) 

Manson. AcKerson, Dick, 

et al., in press Tnt>ally administered f^tudents grades 9-12 

boarding school (n « 188) age range 12-20; 

(Southeastern U.S.) average age 16 

NCAIANMHR. College 
Student Ufe Transltk)ns 

Project, 1989 State-supported College students, (n « 605) 

university (AK, MT, NM, age range 17-54; average 

AZ) age 25 



Method 



Findings 



Sett •report survey; 
HOS?» Symptom 
check-lists 



Self-report survey 
using CESD« 



Self-report survey 
using CES-D 



University of Minnesota, 

lAHS, 1989 Schools (Plains, 

Southeast, Southwest) 



Surveys of prBCtltion^rM: 

Development Associates, 

1983 Title IV counseling 

programs 



7th-12th grade students lAHS^ 



49% of student body 
emotionally disturbed, 
including depressk)n (25% 
serk)u$) 

58% met cutoff 



48% met cutoff; no 
signlfk:ant difference 
between males and 
females; slightly more than 
white students 

20% report being 
"depressed" in the last 
month*; 34% report feeling 
"sad, discouraged, 
hopeless"' 



lst-l2th grade students Survey of counsetors 



Studies using mental health service utilization review: 
Belser andAttneave, 
1982 Mental health programs 

(nationwide) (1974) 
May. 1983 Indian Health Servk^e 

mental health program 

(Albuquerque area) 

SWfea using diagnostic criteria for dlnlcal depression In self-report surveys: 
Krjsh. Bjork, Slndell, 

it al.. 1966 BIA boarding school 

(South Dakota) 

Ackerson, Dk:k, Manson, 

et al.. in press Tribally administered 

boarding school 
^Southeastern U.S.) 
(1987-88) 



Mental health clients 
15 to 19 

Mental health clients 10 to 
19yrs okl (n « 1,898) 1981 
(n« 3,541) 1982 



Northern Plains students 
grades 11 -12 (n» 222) 

Students grades 9-12 
(n =5 177) age range 12-20; 
average age 16 



Chan review 



Chart review 



MMPI9 CPi^ 



self report survey 
(IDDV 



56% reported students 
were frequently troubled by 
depression (fifth most 
frequent problem) 



8% of all females 

3.3% (1981) 3.2% (1982) 



Significantly more than non- 
Indians' 

5.3% met criteria; no 
signifk^ant difference 
betwsen males and 
females; slightly more than 
white students 



*R«f«renots aj^ located at end of report 
*^&lth opinion eurvey. 

^nter for Epjd«miolook: Stud«&~-Depfd&8ion Scale. 
<^indi«n Adoiesc«nt Health Survey. 

•More mJUe» (21%) reported feeing depressed than (emaies (18.8%> The percon* jeeling depressed was approximately the same as m the Minnesota 
sample. 

'More females (38.1%) than males (294%) reported feehng sad, discouraged, or hope^ss. Indian students were more iikoly than Minnesota students 
(approximate^ 20%) to report feeling sad. hopeless, or discouraged in the last month. 
OMinnesota MuttiphasJc Personality Inventory. 
^K^ifornla Psychological Inventory. 
iDld not report data, 
ilnventory to Diagnose Depression. 



SOURCE: Office of Technology Assessment. 1990. 

cannot be calculated from existing studies because 
the studies used different methods for estin>adng 
depression. When self-report screening methods are 
used, half or more of Indian adolescents report 



serious depressive symptoms (166,190,232,233). 
Not surprisingly, when the more restrictive diagnos- 
tic criteria for clinical depression are used, the 
proportion of Indian adolescents found to be de- 
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pressed is smaller (3,29^). Based on these geo- 
gr^hically diverse data, rates of depression among 
Indian adolescents do not appear to differ by area> 
aldiougb not all Indian areas are represented in the 
research base. 

Some researchers have concluded that boarding 
school environments contribute to depression among 
Indian adolescents (166,170). Much of the research 
has been conducted with boarding school popula- 
tions, so it is difficult to disaggregate the effects of 
boarding schools from other risk factors for depres- 
sion.^ 

Overall, the numbers of Indian adolescents report- 
ing depressive symptoms provide cause for concern. 

Smcide 

Suicide is perhaps the most tragic manifestation 
of mental he^th problems among Indian adoles- 
cents. An attempted suicide by an adolescent is a 
distinct call for help. This section provides informa- 
tion about the extent of the suicide problem among 
Indian adolescents and discusses the individual and 
environmental risk factors that are known or be- 
lieved to be associated with Indian adolescent 
suicide. 

Suicide Deaths 

Suicide is the second leading cause of death for 
American Indian and Alaska Native adolescents. In 
1986, the age-specific mortality rate for suicide for 
15- to 19-year old Indians was an estimated 26.3 
deaths per 100,000 population (table 5).^ In compar- 
ison, the figure for the same age group for U.S. all 
races was 10.0 per 100,(XX) population. Suicide 
deaths for 10- to 14-year olds are ^)proximately four 
times higher than that for U.S. all races. 

For 15 to 19 year olds, age-specific death rates 
ftom suicide have decreased somewhat from 30.9 in 
1 980 to 26.3 in 1 986, however, rates for 10 to 14 year 
olds have increased steadily (table 5). 

As with the general population, death froip 
suicide is more likely to affect Indian males because 
males are more likely than females to use particu- 
larly lethal methods such as shotguns and hanging. 



In 1986, the deadi rate for adolescent males 10 19 
was approximately 1 0 times higher than for ^ les 
of the same age. Suicide deadis for Indian temales 
aged 10 to 19 climb^^ steadily during the first part 
of the 1980s, peeking in. 1985 with 9.0 deaths per 
100,000 population. In contrast, the figure for U.S. 
all races females aged 10 to 19 was 2.3 deaths per 
100,000 peculation. In 1986, the rate for Indian 
females dropped to 3.4 deaths per 100,000. while the 
rate for U.S. all races females remained somewhat 
level at 2.2 deaths per 100,000. 

While suicide is the second leading cause of death 
for Indian adolescents, the actual numbfr of deaths 
is relatively low (e.g., 30 deaths among 10- to 
19-year-old Indians in 1986). At the area leveU these 
numbers are considerably smaller. Therefore, any 
area-specific death rates for suicide, even with 
reliable population estimates, are subject to large 
fluctuation on a year-by-year basis. 

Sukide Attempts 

Suicide deaths provide only one dimension of 
the problem of adolescent suicide. For every suicide, 
there are many more suicide attempts. Hospital 
admissions and self-reports by adolescent provide 
some information on suicide attempts. 

In 1988, tiiere were 424 hospitalizations in IHS or 
contract health care fsicilities (discharges also in- 
clude deaths) for adolescents age 10 to 19 which 
involved a suicide attetnpt GCD*9 suicide E-code) 
(table 6). Seventy percent (298) were females, with 
tiie majority (55 percent) of female suicide dis- 
charges among 15 to 17 year olds. Ingestion of {nils 
was the most common method of attempt (94 
percent) (351). Likewise, nearly half (47 percent) of 
all suicide discharges for males were for 15 to 17 
year olds. 

While ingestion of pills was also the most 
confunon method of atteinpied suicide for males (74 
percent), males were more likely tiian females to 
attempt suicide via hanging (4 percent), firearms (10 
percent), or cutting (10 percent). Younger males (10 
to 14), however, tended to use less violent means 
than those in the 15- to 19-year-oId age range.^ 



^It may be possible to compare responses to relevant itemi for depression among studcnis in ditCwit types of schools participating in the University 
of r^tomcsota Indian Adolescent Health Survey (366). However, no off-rcscrvaiion boarding schoo;^ were included in the lAHS. 

^Estimating death rates for Indians in IHS service areas is difilcult because of uncertainty m the pocTulstion denominator. OTA's method of estimaing 
the Indians adolescent population is described m app B For addiuonal details conccinmg problems with IHS dau sources, sec {}S Cooeress, OTA 
(322). 

^Comparable dataon suicide methods for non Indian youths are no* available because the use of ICD-9 L-codes is optional on ho^ital disdiarges. 
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S-fndlan and U.S. AJi RacM Ago-Spgdfic Sulclcto D^ath Rates per 100,030 Population, 1980-86 

Ifxiian U.S. all races 

Age T^B ^^'"^'^ — Age '^e Z^^^^^lIZ 
10-14 15-19 Males Females 10-14 15-19 Males Females 

1980 0.0 30.9 29.7 2.1 0.8 8.5 7.5 1.6 

1981 2.2 30.4 28.1 5.3 0.9 8.7 7.4 2.0 

1982 2.2 19.6 16.9 5.4 1.1 8.7 7.9 1.8 

1983 4.5 00.4 27.8 7.7 1.1 8.7 7.6 1.9 

1984 2.3 b3.0 27.1 8.9 1.3 9.0 7.1 2.0 

1985 5.7 35.7 33.0 9.0 1.6 10.0 9.1 2.3 

1986 6.9 26^3 29^8 3^4 1^5 10^2 9^3 2.2 

SOURCES. Indtan: Offc* of Technology AsMssnwnt. 1969. catcuiat«d from US. Department of Health and Human Services. Pubic HeaJth Service. Indian 
Health Servic*. unpublished mortaJitydaia. Rockviiie. MD. 1989; U.S. mU ncm: U.S. Department of HeaJth and Human Services. Public HeaJth 
Sefvio*. Centers for D«Mse Control. NationaJ Center for Health Statist}cs. unpublished monaJfty data from tabfe iS2A, "Deaths Fron: 282 
Selected Causes.** Hyattsvi^. MD. no date. 

Tabta 6— Parcantage of IHS and Contract Care Hospital Dischargas for 10- to l9*Yaar*0lds 
Involving a SuicicSe "E-Code," 1980-88 

1980 1981 1982 1983 1984 1985 1986 1987 1988 

All areas* 2.6% 2.8% 2.7% 2.9% 3.1% 3.2% 3.9% 3.7% 4.3% 

Aberdeen 3.5 3.2 4.3 4.0 4.9 4.6 5.5 7.6 6.5 

AlasKa 2.9 3.9 3.3 2.8 4.2 3.1 4.5 4.4 3.1 

Atxjquerque 3.1 4.2 3.0 4.3 2.4 4.1 4.4 4.2 6.3 

Befnidji 3.7 3.2 3.6 7.3 4.0 8.1 11.2 9.7 15.5 

Billings 1.9 1.8 1.1 1.2 1.7 2.7 4.0 3.1 5.5 

Navajo 2.4 2.1 2.3 2.4 2.5 2.2 3.0 2.5 3.1 

Oklahoma City 0.9 1.1 0.6 1.2 0.8 0.7 0.9 1.2 1.3 

Phoenix 9.0 4.7 3.8 4.1 5^ 4.4 4.9 3.6 52 

Portland 0.7 0.5 0.9 0^ 1.9 1.3 2.1 3.3 4.4 

Tucson 0.9 06 2^9 3^3 1^8 1J 2^5 2^8 4.1 

^ndudes NashvilJe m total. IndtviduaJ data on Nashville not presented stnce one IHS hospital became a '638' (tnbaily run) fact.ity dunng thts penod. 
SOURCE. U S. Department of Health and Human Services. Pubiic HeaJth ScrvTce. Incian Healh Serv.ce. RockviriO. MO. unpcbiished IHS hosprtaJ discharge 
data. 1989. 

During the period 1980-1988, adolesc^^nt hospital gestures with minimal health risk, others may be 
discharges involving a suicide E-code increased more serious. Still, suicide attempts often go unde- 
from 2.6 percent of all discharges to 4.3 percent tected by parents or the medical conununily. Be- 
(able 6). cause suicide is such a major problem in Indian and 

Alaska Native communities, a recent survey of 

Because of the way IHS maintains ambulatory j^dian adolescents (the Indian Adolescent Health 

care data, it is not possible to know how many ^ [j^HS]) included a number of questions 

adolescents were referred for mental health services ^^^j ^^^^^ respondents and 

in conjuncuon with a suicide attempt. r- ..^v.r. .fr^ . 

^ friends. For this Special Report, only a subset of 

For every hospitalb^ation for a suicide attempt, ^^HS data, collated from approximately 2,700 
therearemanymore whichneverbecomepartof the ^^"^^"^ ^7^^ ^'^^^^ Southeast, and Southwest 
system. Some of these attempts may be suicide tribes, is available. 

''In ga^eral. in analyzing data from the lAHS. several points must be kepi m mind. First, the data arc a subset of 2.672 respondents drawn from the 
larger {HS survey which is still not complete. (Approximately 15.000 students completed surveys as of rhe end of spnng 1989 bui noi all of these data 
were available 21 the time this special report was being prepared, an addiuonal 3.000 addiuonal surveys wilt be completed m the future.) Secondly, while 
the data nsay be indicative of trends in Indian adolescent health behavior they are rioi necessarily rcprcsentauve of all indian adolescents. The subset 
used for this analysis mvolves a lunited rq^rescntaiion of students, primarily m Southwestern tribes, it does not include Alaska Natwe youth because 
survey work in Alaska was still in progress when this special repon was being prepared. Also, the data are self reported. While this method may be an 
acceptable one for collecting scnsiuve information regarding behavior and thoughts that only the respondent is aware of. there is the potenual that items 
may not be answered truthfully. Extensive edits to detect false responses were performed on ihc data. However, it is not possible to detect false re^nsc 
patterns for all questions. Despite this latter limitation, the lAHS rc^xmscs show remarkable consistency in response patterns when compared to other 
groups who have used a comparable msirument. Because a nearly idenucal survey was completed by over 36.000 Minnesota <»JoIcscents ir grades 7 
through 12 (365). data from the lAHS can be compared to this larger group A third limitation of the lAHS Und MAHSj was that data collecuon was 
limited to students and docs not include adolescents who have left school. 

Er|c ^8 
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Table 7— Percentage of Indian and Minnesota Adoleecents in 
Grades 6 Through 12 Ever Attempting Suicide 



Males Females 

Number Percent Number Percent 

ihdXan AM—o^nt H$Blth Survey 



Total 150 11.6% 276 20.3% 

Southwestern tribes 64 11.3 106 18.3 

Plains tribes^ 69 12.8 136 23.1 

Southeastern tribes® 17 8.2 34 16.7 

li fl fieeofa Adohtcmtt Hmlth Survey' 

Metro 936 7.7 1.846 16.0 

Greater Minnesota 372 5.9 829 13.2 



*Only surveyed grades 7 through 12. 

SOURCES: bidton Adoit c tnt HMith Survty: University of Minr)esota, Adol€»sc8nt Health Program. Indian 
Adolescent Health Survey, unpublished preliminary data. 1 989; MbmeeoU AMm c e r K Heetth Survey: 

University of Minnesota. Adotescent Health Program. Minnesota Adoleeoent Health Survey, unpublished 
data. 1987. 



Nearly 12 percent of Indian males and 20 percent 
of Indian females in the lAHS subset (see table 7) 
indicated that they had ever attempted suicide. This 
compares with 7 percent of males and 14 percent of 
females in the Mimiesota Adolescent Health Survey 
(ratios of 1.7 and 1.4, respectively). Data from the 
National Adolescent School Health Survey, based 
on a representative national sample of adolescents in 
grades 8 and 10, show that just over 1 1 percent of 
males and 17 percent of females had ever attempted 
suicide (9).^ 

Less than one-fifth of Indian adolescents indi* 
cated that they sought medical care after their last 
suicide attempt, an item included to assess the 
seriousness of the attempt. Of those who did not seek 
medical care, over a fifth of females indicated that 
they told their best friend about their attempt. 
However, nearly the same proportion indicated they 
told no one. Males were more likely to not tell 
anyone about their attempt (366). 

Over half of the males and females who reported 
having tried to kill themselves indicated that ihey 
had attempted to kill themselves more than once. 
Not surprisingly, Indian ado lescents who had previ- 
ously attempted suicide were much more likely than 
those who hadn't attempted suicide to indicate that 
they continued to have suicidal thoughts (table 8). 

Clearly, adolescents who have attempted suicide 
once are in need of some kind of intervention. Thus, 
it may be encouraging that Indian adolescents who 
have previously attempted suicide were more likely 
than those who hadn't to indicate that they had ever 



received mental health care (see table 8). However, 
the extent and effectiveness of such care cannot be 
determined from the lAHS survey. It is noteworthy 
that 75 percent of adolescents who had attempted 
suicide report that they received no mental health 
care. 

Completed suicides and suicide attempts of others 
can have a profound impact on a wide range of 
individuals, particularly in small communities such 
as those on reservations. Nearly one-third of females 
and one-fifth of males indicated that a friend had 
attempted suicide. One out of ten Indian adolescents 
reported that a friend had actually died from suicide. 
About one-fifth of those surveyed in the lAHS 
indicated that a family member had either commit- 
ted or attempted suicide (table 9). 

Risk Factors for Indian Adolescent Suicide 

A wide range of individual risk factors has been 
considered in regard to Indian suicide (288). Fre- 
quent interpersonal conflict (209,226,273), pro- 
longed, unresolved grief (79,150), chronic familial 
instability (86,206,263,304), depression (234,307), 
alcohol abuse/dependence (379) and unemployment 
(291,314,315,318) have been shown to be major 
correlates of this phenomenon. In addition, a family 
history of psychiatric disorder — particularly alco- 
holism, depression, and suicide— often has been 
noted (286). 

The suicide rate also is higher among Indian 
adolescents who have been seen for psychiatric 
problems, who have physical illnesses, who have 



H\)c average rates in ihc Minnesota (MAHS. lAHS) and National AcJolcsccnt School Health Survey (N ASMS) differ because NASHS restricted its 
sample to older students. Older adolescents are more likely than younger ones to attempt suicide. 
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Tkbto 8-P«rMntagt of Indian AdolMcem Suiddt Atttmpt^rsand Non*Att«mptars Having Suicidal Thoughts and 

RacalviRs lltontal HMltn Trattimnt 



AttemptGfs Non-att emptors 





Males 


Females 


Males 


Females 


In the last month: 












40.0% 


36.3% 


77.3% 


79.9% 




36.6 


38.5 


13.0 


15.7 


Would like to kill self 


15.2 


12.4 


3.7 


1.8 


WbuU km self if had the chance 


B2 


12.8 


6.0 


2.6 


Ever recsived treatment at a niental health dinic 










in hospital for any persor>al, emotk)nai. or 












24.8 


19.0 


9.1 


9.5 



SOURCE: Univvraity of MinnMOta, AdoiMOtn! Health Program. Indian Adc>«8C«nt Haalth Survay, unpublished praliminary data. 1989. 



TiMa 9---Pareantaga of Indian Adolaacant Males and 
FMialta Who Raportad Knowing of Others' Siilcida 
Attempts and Suldda Deaths 





Percent 


Percent 




males 


females 


Sulckje-retated items 


{n« 1,297) 


(n« 1,360) 


Have any family members 






attempted or died from a 








18.0% 


23.0% 


Have any of your friends 








18.4 


32.4 


Have any of your friends died 








8.8 


10.7 



SOURCE. University of Minnesota. Adolescent Health Program, Indian 
Adolescent Health Survey, unpublished preliminary data. 1 989. 



previously attempted suicide, who have frequent 
encounters vith the criminal justice system, and who 
have experienced multiple home placements (37,86,106). 

Preliminary analysis from some of the Indian 
Adolescent Health Survey data suggests thai indi- 
viduals who have attempted suicide are more likely 
to engage in risk behaviors such as drinking, using 
marijuana, and sexual intercourse. Furthermore, 
they are also much more likely to rate themselves in 
poorer health than their peers, indicate that their 
school performance is below average, worry about 
physical and sexual abuse, and report that their 
parents have a drinking problem (table 10).^ 

Social disintegration and acculturation also have 
ceq^tured a great deal of attention as possible causes 
of suicide among Indian and Native adolescents 
(169,180,181,183,367,377,378). Culture conflict and 
concomitant problems in identity formation are 
believed to produce a chronic dysphoria and anomie 
which render Indian youth vulnerable to suicidal 
behavior during periods of acute stress (137). 



Suicide victims more typically belong to tribes 
with loose social integration — which emphasize a 
high degree of individuality — and that are undergo- 
ing n^id socioeconomic change. However, despite 
this fairly common pattern, actual rates vary dramat* 
ically, ranging from well below the national average 
in some Southwestern communities to well above 
the national average in inter-mountain tribes of the 
Rockies (284,285,323). 

Cultural dynamics specific to certain Indian tribes 
also appear to be at work in determining risk for 
suicide among Indian adolescents. For example. 
Levy and Kunitz (183) illustrate that suicide rates 
are not only high among the Hopi in ** progressive , 
villages" and off-reservation bordertowns, but in 
traditional villages as well. Specifically, Hopis at 
special risk for suicide include the children of 
parents who entered into traditionally disapproved 
marriages, e.g., across tribes, mesas, and even clans 
of disparate social status. The labeling of parents as 
'"deviant" in this regard stigmatizes their children, 
thereby engendering a distinct series of stressors. 

In another example. Levy (180) suggests that 
suicide among Navajo males may indicate their 
relative lack of integration into a changing, matrilin- 
eal society. Moreover, he describes how these 
individuals seem to employ suicide to withdraw 
from intolerable situations, and yet, by virtue of its 
social, cultural, and spiritual affront to the survivors, 
accomplish a final act of aggression. Lastly, tribes 
which emphasize a high degree of individuality 
generally exhibit higher rates of suicide than those 
which emphasize conformity. Classic comparisons 
include the Apache, Navajo, and Pueblo conwnuni- 
ties, with the former representing **looser" social 



^Because the lAHS was cross-scctional, it ts not possible to know with certainty whether these are nsk factors for or consequences of suicide attempts^ 
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Ifebte 10-Covartation of Suidcto Attempts With 
Behavioral and Environmantal Risk Factors 





Males 
^na1 


Females 

1 will wM V*9 


Worry about abuse from parents: 








14.0 


23.5 


Ever attempted suicide 


16.8 


32.0 


Worry about being forced to do 






something sexual: 






Never attempted suicide 


13.3 


28.0 


Ever attempted suicide 


13.2 


33.9 


Ever had sexual intercourse: 






Never attempted suicide 


24.4 


16.0 


Ever attempted suicide 


48.6 


36.5 


Feeiing depressed in last month: 






Never attempted suicide 


14.0 


15.0 


Ever attempted suicide 


31.7 


30.3 


Ever drink beer or wine: 






Never attempted suicide 


54.8 


48.8 


Ever attempted suicide 


73.8 


71.4 


DrinK beer or wine at least weeidy: 






Never attempted suicide 


11.3 


6.6 


Ever attempted suicide 


24.5 


19.8 


Ever use nnarljuana: 






Never attempted suicide 


35.8 


27.4 


Ever attempted suicide 


57.6 


51.9 


Use marijuana at least weekly: 






Never attempted suicide 


10.2 


5.6 


Ever attempted suicide 


23.8 


17.6 


Parental drinking problenis: 






Never attempted suicide 


17.0 


21.1 




26.1 


32.5 


Feel in poor or fair health: 






Never attempted suicide 


16.7 


19.7 


Evor attempted suicide 


28.1 


31.6 


Perform t>eIow average in school: 






Never attempted suicide 


10.9 


9.4 


Ever attempted suicide 


20.1 


13.4 



SOURCE: University of Minnesota. Adolescent Health Program. Indian 
Adotesoent Health Survey, unpublished preliminary data. 1 989. 



integration and that latter two representing ' ^tighter* * 
integration (20J.367). 



Suicide Clusters 

There ^)pears to be an increasing tendency for 
suicides to occur in clusters, defined as any series of 
three or more suicides closely related in time and 
space(61). Several articles have recently appeared in 
the literature specific to Indian and Native adoles- 
cents population (26,71,184) but on the whole little 
is known about this phenomenon among adolescents 
in general, much less aniong Indian adolescents. 
Conventional wisdom holds that clustering occurs 
more frequently among females than males, despite 
higher overall rates among males (250). Reports of 
cluster suicides among Indian adolescents differ 
slightly in that the victims are predominantly males. 



although many attempts by females occur, usually 
by less lethal means, at similar points in time. 
Subsequent suicides may be stimulated by personal 
knowledge of the victim, of the circumstances 
surrounding the death, and by interpersonal proxim- 
ity in a relatively closed conununity. Extensive 
media coverage may also contribute to the increased 
prob?I>iIity of serial suicides by dramatizing the 
death and focusing widespread attention on the 
victim (118). Bechtold's (26) analysis suggests that 
serial suicides by Indian adolescents; are fueled by 
the same interpersonal and social dynamics as those 
which underpin this phenomenon in the population 
at large. 



Anxiety 

Like depression, anxiety-related disorders are 
recognized but not well delineated among the 
emotional problems associated with childhood and 
adolescence. The most salient features include 
excessive fearfulness accompanied by muscular 
tension, avoidant behavior, somatic complaints with- 
out an organic basis, and repeated nightmares. 
Separation from parents, family, or familiar sur- 
roundings, fear of strangers, and various phobia are 
common forms of anxiety which can impair func- 
tion. 

Information about anxiety among Indian and 
adolescents derives from the same set of studies 
summarized above in regard to depression. 

Beiser and Attneave (29) reported that anxiety 
was the fourth most common irental health problem 
for youth seen through IHS mental health programs 
in 1974, nearly equal to the frequency of depression 
(table 11). Eight percent of all boys and giris 
between the ages of IS and 19 were identified as 
suffering from anxiety. May's (202) survey revealed 
that in 1981 and 1982, about 18 percent of all males 
and nearly 10 percent of all females seen for anxiety 
in the IHS Albuquerque Area Office mental health 
program were between 10 and 19 years of age. 
Studies of boarding school and college students 
conducted by the National Center for American 
Indian and Alaska Native Mental Health Research 
also included measures of anxiety symptoms. These 
studies suggest remarkably high levels of different 
forms of anxiety among Indian adolescents. 
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Dibto 11--8ludi«s Gteimating EstlmatM of Anxltty Among Indian Adolatcmts 

Study Setting Sample Method Rndings 

ShMMm uwing imnt§l hmith Mrvte utHiatlon nvhw: 
BeiserandAttneaye. 

1982 IHS mental health programs di€tits15to19 chart review 8% of clients 

(nationwide) (1974) 

May. 1983 IHS nriental health programs clients 10 to 19 chartreview 13% of clients (1981) 

(Albuquerque area) 1 1 .3% of clients (1982) 

Stod(09 u$ing mlf-mportn of symptoms: 

NCAtANMHR. 
Indian Boarding School 

Project, 1989 Tribally administered boardinrj students grades 9-12 self*report survey 24% physiologic reaction; 

school (Southeastern U.S.) (n»188) 44% phobic reaction; 

age rarige ^ 12*20 40% performanoe reaction 

average ages 16 

NCAIANMHR. 
Indian Boarding School 

Project. 1989 BIA administered boarding students, grades 9-12 self-report survey 27% physiologic reaction; 

school (Western U.S.) (n«225) 51% phobic reaction; 

43% perfonnance feaction 

NCAIANMHR, 
College Student Life 
Transitions Project, 

1989 State-supplement universities college students. self-report survey 23% physiologic reaction; 

AK. MT. NM, AZ (n»605), 48% phobic reaction; 

age range » 1 7-54 56% performance reaction 
average age » 25 

*Ref»ranoes aro located at end of reFx>n 
SOURCE: Office of Technology Assessment, 1990. 



Substance Abuse and Dependence. 

Given the high rate of deaths among young 
Indians due to causes related to substance use, 
particularly alcohol (322), there is considerable 
interest in this problem among Indian tribes and 
health providers. Several recent surveys point to 
different conclusions about the extent of substance 
use among Indian adolescents (table 12). Surveys by 
Beauvais and Oetting and tlieir colleagues have 
found high rates of alcohol and drug experimenta- 
tion among Indian adolescents, relative to non-Indian 
adolescents (25). For example, in 1986-87 an 
average^^ of 81 percent of Indian students in grades 
7 to 12 had used alcohol at some time; 61 percent had 
used marijuana; 24 percent had used inhalants; 25 
percent had used stimulants; 8 percent had used 
cocaine; 10 percent had used hallucinogens; 11 
percent had used sedatives; and 5 percent had used 
hero!" (table 12). Comparable data for non-Indian 
studeiiis are not available, but non- Indian adoles- 



cents surveyed by NIDA for their 1985 and 1988 
household surveys were much less likely than Indian 
adolescents to have used each of these drugs (table 
12). Preliminary data from the more recent lAHS 
found much lower use of drugs among Indian 
adolescents than did the Beauvais and Oetting 
surveys. Minnesota students were not asked about 
the same range of drugs that Indian students were 
asked about, but when they were asked, alcohol and 
cocaine use were comparable, and marijuana use 
was higher among Indians than among the mostly 
non-Indian Minnesota sample.^ ^ 

What is not clear from the data on lifetime 
prevalence (i.e., **ever" having used a orug) is the 
number of adolescents who are dependent on or 
otherwise abuse drugs, as opposed to experimenting 
with them once. In a survey of attitudes towards 
drugs on the Wind River reservation in Wyoming, 
adolescents were found to have a more favorable 
attitude toward the use of marijuana and other drugs. 



i^bviously , in surveys, fewer younger adolescents than older adolescents are found to have ever used drugs. When the percent ever having used drugs 
is averaged across all age groups, the overall percent is lower than it would be if only the older adolescents were counted. 

I'The reasons for the apparent difference between the Beauvais and Octung and the lAHS surveys of Indian adolescents art not clear. Both surveys 
were conducted among adolescents attending school, so they cannot differ because of possibly unequal drug use by school dropouts. There are subtle, 
but not striking, differences in quesuonnaut wording between the two surveys thai may account for some of the dilTercnces. Also, the lAHS data are 
preliminary and may not reflect the prevalence of drug use among all Indians. 

o 
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Ikbto 12-€sUm«tM of PtrMntagt Indian and Non^ndian Adolascants Ever Using Aicohol and illagal Drugs 



Indian adolescents 



Non*Indian adolescents 



Estimates from surveys 


Estimates from survey 


NiDA National 


Minnesota 


bf Getting and Seauvais 


by University of Minnesota 


Household Surveys 


Adolescents 


ie84-85» 


1986-87« 


1988-89* 


1985* 


1988<= 


1987-88<* 


79% 


81% 


57% 


57% 


50% 


61% 


57 


61 


32 


24 


17 


20 


24 


24 


13 


9 


9 


N/A 


25 


25 


11 


6 


4 


N/A 


8 


8 


5 


5 


3 


<5 


N/A 


N/A 


2 


N/A 


1 


N/A» 


9 


10 


4 


3 


4 


N/A 


10 


11 


3 


4 


2 


N/A 


5 


5 


1 


<5 


1 


N/A 



Alcohd 

Marijuana 

Inhalants 

Stimulants 

Cocaine 

Crack 

Hallucinogens 
Sedatives 

Heroin 

*RMervtt)on baMd $anip)e: Indian adolescents attending school, grades 7-12. 

^^eeervation/Mrvioe unit samples: Indian adolescents attending school, grades 6*12. 

^Houeehold based survey of youth aged *2•^7. 

dSchool based sample: Minneeota adolescents in grades 7-12. 

•Induded in cocaine total. 

SOURCES; teSMS, lOM^ Indian data: F. Beauvais, E.R Getting. W. Wolf, et al.. "American Indian Youth and Drugs. 1976^1967 A Continuing 
Prdbi^mrAnmicanJoum^ of Public hMth7Q{S).G^'Q3e, 1989. IMMQ Indian data: University of Minnesota, Adolescent Health Program. 
Indian Adolescent Heahh Survey, unpubltthed preliminary data, 1969; IQtS norHndlandeta: U.S. Department of Health and Human Services. 
Public Heatth Service. Alcohol, Dmg Abuse, and Mental Health Administration, National Institute on Drxig Abuse. National Household Survey on 
DrvgAbuM: Population Esbmates 1985, DHHS Pub. No. (ADM) 87*1539 (Rockville. MD: 1967). 19M non^lndlan daU: U S. Department of 
Health and Human Services. Public Health Service. Alcohol. Drug Abuse, and Mental Health Administration. National Institute on Drug Abuse. 
Division of Epidemiology and Prevention Research. Nationa! Household Survey on Drug Abuse. 1968 Population Esbmates. DHHS Pub No. 
(ADM) 89-1636 (Rockville. MO 1989). 1M7-aS Iflnneeota non^ndlan data; Unnwrsity of Minnesota. Adolescent Health Program. The State of 
Adolescent Health in Minnesota, February 1989. 



10 be more likely to try using marijuana and other 
drugs, but no more likely to continue using such 
drugs after trying them than while adolescents from 
the same geographical area (58). Nonetheless, ob- 
servers have noted cause for concern. Persistently 
high drug use is still the norm across mcst categories 
for young Indian people, especially iw regard to 
marijuana, inhalants, and stimulants (25,239). In 
addition. Getting and Goldstein's work (242) re- 
vealed that American Indians begin ubusing various 
substances at a younger age than their white 
counterparts (also see 373). Further, once they enter 
adolescence, Indian youth seem particularly prone to 
using alcohol and other drugs in combination with 
one another (239). Inhalant use appears to decline, 
however, ab other substances such as marijuana and 
alcohol become more accessible. 

Finally, the potential for affecting the family and 
community exists because of financial considera- 
tions (185) and possible physical damage due to 
drug usage. These factors are especially salient 
because of the low socioeconomic levels of most 
Indian people and the strong traditional value placed 
on the family as a unit.^^ 



Identity Disorder, Alienation, and Self-Esteem 

Identity disorder refers to the severe subjective 
distress that stems from one's inability to integrate 
various aspects of the self into a coherent and 
acceptable sense of personhood (12). It is typically 
characterized by uncertainty across a number of 
areas relating to identity, such as long-term goals, 
friendship patterns, religious membership, moral 
values, and group loyalties. Though obviously 
relevant to the life experiences of many Indian 
adolescents, Indian adolescent identity disorder has 
yet to appear in the published literature as a formal 
focus for discussion. However, this same literature 
is replete with studies that address elements which 
are central to identity disorder, namely self-esteem 
and alienation. The missing dimension is the associ- 
ated degree of functional impairment, and thus this 
topic marks an area of transition from the mental 
disorders to serious, but less diagnostically specifia- 
ble, problems. 

For the most part, studies on self-esteem and 
alienation suggest that Indian adolescents have 
negative views of themselves (see table 13). How- 
ever, a review by Development Associates con- 
cluded that while Indian students test at lower than 



^^Dk topic ofsubstanceuscby Iiidians will Ik covered more extensive!) m a forthcoming p<^>cron the ph>sical health of Indian adolescents. C!earl>. 
however, substance abuse has mental health implications. 



er|c 
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normative leveis with respect to their personal 
self-concept, they hold their own cultural group in 
high regard (76). They may characterize themselves 
as being friendly, helpful, easy-going, and more 
interested in happiness than in success, but not as 
being particularly smart, strong, good- looking, or at 
case in front of groups. The type of school attended — 
a segregated BIA school or an integrated public 
school — does not appear to affect self-esteem or 
sense of alienation according to Development Asso- 
ciates (76). 

Conduct Disorder, School Dropout, 
Detinquency, and Running Away 

By definition, conduct disorder is almost entirely 
restricted to children and adolescents.^^ The essen- 
tial feature of conduct disorder is ''a persistent 
pattern in which the basic rights of others and major 
age-appropriate societal norms or rules are vio- 
lated" (12). To meet the diagnostic criteria for 
conduct disorder, an adolescent would have to have 
a disturbance of conduct lasting at least 6 months, 
during which at least 3 of 13 specified symptoms 
would exist These behavioral symptoms include 
nmning away from home overnight at least twice, 
lying often, truancy from school, the deliberate 
destruction of others' property, stealing, fighting, 
and other behaviors (12). 

The literature does not allow an analysis of the 
incidence and prevalence of diagnosable conduct 
disorder among Indian adolescents. However, stud- 
ies exist concerning several of the symptoms charac- 
teristic of conduct disorder, including dropping out 
of school, running away, and delinquent behavior. 
These studies provide some information about the 
possibility of conduct disorder among Indian adoles- 
cents, it is important to keep in mind that these are 
only single behaviors and do not necessarily mean 
that the adolescents involved have a diagnosable 
mental disorder. Running away, dropping out of 
school, and delinquent behavior may indicate that an 
adolescent is experiencing emotional stress. In some 
instances the behaviors involved may be a relatively 
rational response to environmental problems. 



School Dropout 

The av^^ilable literature reveals that Indian 
students drop out of school at rates substantially 
highei than the general population. At least 10 
studies conducted since 1959 place dropout rates for 
Indian students between IS and 60 percent, whereas 
the frequency of dropout in the general population 
reported by the same studies ranges from S to 30 
percent (49,63,72,76,120,309,326,320). Five regional 
studies confirm these findings, although the differ- 
ences between Indian and non-Indian students ap- 
peared to be negligible in two surveys of New 
Mexico schools (20,66,140,280,293,358,388). 

There are culture-sixwific factors that help to 
account for Indian students dropping out of school. 
Szasz (305), for example, argued that lack of 
participation and failure within the educational 
system — coupled with its historic failure to address 
Indian cultural values and ideals — has led Indian 
people to perceive schools as irrelevant. In addition, 
many Indian families still function on the basis of 
mutual sharing and reciprocity, wherein family 
needs assiune priority over personal desires and 
larger societal demands. It is no accident, then, that 
Indian dropouts have frequentiy cited being needed 
at home to care for younger siblings and older family 
members as a reason for leaving school (129). Cther 
family-related factors like mobility and inst> >ility 
also contribute to Indiaji student dropout Wax and 
Wax (372) found a strong relationship between 
dropping out and irregular employment of fathers 
among Indian high school students. Brown (47) 
demonstrated that the families of many Indian 
school dropouts a^.e characterized by marital con- 
flict, divorce, unstable residence patterns, and paren- 
tal alcoholism. 

Delinquency 

Deimquency is thought to be a large and 
growing problem among Indian adolescents. There 
is, however, ^^elatively littie information to substanti- 
ate this assumption. 

Forslunci and Meyers summarized the studies that 
appeared m the 1960s and early 1970s (104). These 
studies indicated that delinquency among Indian 
youth w?iS characterized by a preponderance oi petty 
offenses and misdemeanors. Forslund and Meyers' 
own detailed analyses of available records for 



t^Othu disrupuve behavioral disorders include atteniion-deficu hyperactivity disorier at>d opposiuonal defiant disorder (12; Conduct disorder is 
classified as one of the disruptive behavioral disorders. 

ERIC 'H 
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Tibte la-^StiKiiM QMtratlng Estimate of S#lf€ttMfn and Alianatlon Among Indlare Chlldron and AdolMcams 

study* Setting Sample Method Findings 

Meiviiie. 1968 Public school rurai Utah NavQio students grades 9* SeH-oonoept scale Navi^ ratings \Qmr than 

12 (n m 99) white ratings; no 

relationship between self * 
concept and achlevenf)ent 

Dankworth. 1 970 ... . Ufban/lrural public school Students in grades 7-1 2 Self-concept Inventory Self-ratings strongly relate 
Wtehoe County, Nevada (n»l78) to achievement 

Hoffman. 1969 Public school, mission Male students grades 9-12 Brownfain Self-Rating Ratings Increased wySES; 

school, BIA school eoonomicaHy invemory; Herriott Your deaeased with famly 

(Montana, South Daitota) disadvantaged (n « 147) Future Plans instability 

Lammers, 1969 Segregated and Onondaga students grades SsilSadiSynMaTaiKs Indian ratingsequai to white 

desegregated public 1-6 (n « 120) Self-Concept of Ability ratings 

schools. New York, NY Scale 

Corrigan, 1970 BIA and public boarding Students (BIA « 145) Imerviewer-assisted Indianstudentsscorediower 

school Riverside. CA (Pub1k>i06) grades 1-6 iestingil^nnesseeSetf* than white norms; 

Co»^K«pt Scale significant gender 

differences 

Gardner, 1972 BIA school, Gila River Pima students grade 4 Self-Esteem Inventory; Pknanttings lower than white 

Reservation, AZ (n » 102) CalNbmieShortFormTest and related to reading 

of Mental Maturity achievement 

Fuchsand 

Havighurst, 1973 . . Public school Students (n a 2,000) Self-report survey Indianratingsgenerallyhigh; 

self-ratings equal to white 
ratings 

Martigand 

DeBlassie, 1973... Public school Tularosa.NM 69 Mescalero and 60 whfte Interviewer-assisted Indlanratings^ualtowhite 

students, grades 1 -4 testing; Prinwy Self- ratings; male lees than 

Concept Scale female 

Benjamin, 1973 Public schools and Esi^imo students, grade 9 Self-report survey; Mixed; high ratings on 

boarding schools; (n « 90) SenwicDilerenfciSoaie interpersonal aspects; low 

Anchorage, Beitz, Bethel ratings on intelligence 
and St Mary's, AK 

WIthycombe, 1 973 . . . Public schools, rural and Paiute and white students "This Is Me" scale; Bills Paiute ratings lower than 

urban Nevada grade 1 and 5 (n « 1 08) Index of Adjustment white ratings; Paiute 
ratings decline with age 

*R«f«r»noM M iocattd at •nd of report. 

Arapaho and Shoshone youth on the Wind River disorderly conduct (25.9 percent), liquor law viola- 
Reservation (Wyoming) revealed similar trends. tions (11.2 percent), curfew violations (9.8 percent), 
Forslund and Cranston (103) followed up with a drunkenness (9.6 percent), and running away from 
self-report survey among adolescents drawn from home (6.6 percent). Fifty-eight percent of juvenile 
the same community. While youth from both Indian arrests were for alcohol use: 63 percent for males and 
and non-Indian backgrounds reported having fre- 37 percent for females, 
quently engaged in delinquent acts, there were RunnlM Awav 
significant differences between Indian and non- «j 

Indian males on only 7 offenses and between Indian Runaway Indian youth are reportedly a grow- 

and non-Indian females on only 16 offenses. Jensen, ing problem and have captured recent interest Data 

Strauss, and Harris (148) de/nonstrated that factor- are relatively sparse, however, reflecting the diffi- 

ing out alcohol-related offcmses (e.g., arrests for culty in identifying and reaching this ponulation. 
drunkenness)-to which Indi.>n youth, in their data, , extensive smdv the Indian Center Ire of 

ac^>t3SfSent^put^^^^^^ ^ ""'^^^'^^ of Nebraska (143) conaborated in 

across different populations. ^ ^^^^ ^„^^^y j^^jj^^ adolescents and 91 

May's (202) analyses cf BIA law enforcement of their parents. In this survey, the typical runaway 

data from the /Jbuquerque Area are consistent with was female (53 percent), IS years of age, in the 8th 

earlier findings from the Wind River Reservation. In grade (although 46 percent had been expelled or 

1982, the most frequent causes for arrest were suspended and another 20 percent had dropped out 

ERIC .Q5 
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Ikbto l3--StudlM Gtmretino EstitratM of S«if-EstMm end Alienation Among 
Indian Chiidran and Adotatoanta— Contlnuad 

Stgdy* Setting Sample Method Rndings 

RoMfithal, 1974 Community-wide Lac du Chippewa; ago range 3-1 0 lntervie)¥er Chipptrwaratingaloworthan 

Rambeau.WI years administered picture white and black ratkiga 

identification test 

Thornburgj974 Public school mral Students (n - 265) grade 9 Setf-re(»rt survey; Indian ratings lower than 

/irizona Tennessee Sen- Black or Mexican^American 

Concept Scale ratings 

Lefley, 1 974 Tribal school MiccostOiee Miccosukee and Seminole Ptor8%Hvi1sChldratsSeif- vidian ratings k)wer than 

and Seminole, FL students; grades l -6; oge Oons^t Scale white ratings; related to 

range 7-14 years; average aocutturatfon 
age - 10 (n- 72) 

Ross. 1 975 Publk: school, BIA school; Navaio students, grades Michigan State Self- Ratings n)ore frequentfy 

on/off reservation Navajo 7-8 Concept of Academic positive than negative; 

Nation Ability signHicantdlffsrenoebytype 

ofac^vod 

Beuke. 1 978 Public school Students grades 5-8 Setf-£stsem Inventory Indian ratings \Qmr than 

nortiieastern Arizona (n -574) white ratings 

Howeli. 1979 Publk: school Denver. CO Students grades 1 -6 Int^viewar-assistedself- Indian ratings lower than 

(n «132) report; Self-Esteem Black and Hispanic ratings 

Inventory 

McCiary. 1979 Publk: school Buffalo. NY Students grad^ 9-t2; Bills Index of Indian ratings k>wer than 

avesage age - 16 (n » 63) Adjustment white ratings 

Holmgren. 1981 Public school Wyoming Students Arapaho. Alienation Scale Indian ratings lower than 

Shoshone, grades 9-1 2 white ratings; related to 

(n. 114) drinking 

Sampson, 1 981 Public schools; urban and Students Lumbee, Black. Self-Conoept Inventory No differences by ethnicity; 

rural Puerto Rican and w^e; rural Indians higher than 

grades 3-12 (n « 908) urban Indians 

Development 

Associates. 1983 ..Schools naUonwkio Students grades 4-1 2 lO-ltem self-esteem and Ratings generally high 

(n « 12,000) academic self-concept 
scale 

'RtttrenoM are located at and of raport 
SOURCE: Offkae of Tachnology Aaaeaamant. 1990. 



of school), living at home (62 percent) with both 
parents (83 percent); and had at least three siblings. 
Her father was either unemployed (21 percent) or 
underemployed (23 percent) and on public assis- 
tance (16 percent). Her mother was either unem- 
ployed (26 percent) or underemployed (17 percent) 
and on public assistance (46 percent); was not a 
native language speaker (90 percent); and did not 
come from a traditional family background (71 
percent). 

According to the study authors, these runaway 
Indian youth in many ways are comparable to 
runaway youth in general. The majority of the 
adolescents in the Iiidian Center study had run away 
from two to five times (50 percenO; 9 percent had 
runaway more frequentiy. While almost one-third 
stayed away from honie only 1 day the most recent 
time out, nearly half suiyed away from 2 to 10 days. 
The remainder were ^one even longer. Fifty-six 
percent of the runaway Indian youth stayed within a 



10-mile radius of home, while a relatively small 
number (15 percent; traveled more than 50 miles 
away. Most stayed with a relative (36 percent) or 
friend (53 percent). Only 1 percent stayed in a 
shelter; another 1 percent stayed in a group home, 3 
percent lived in the streets, and 1 percent spent some 
time in jail. Adolescents in the study almost never 
sought or received assistance from the police, legal 
services, child protective services, runaway hot 
lines, counseling, the clergy or other spiritual 
leaders, local Indian centers, or drug or alcohol 
programs. As one might expect, age (16 and older) 
was strongly and positivelv related to the frequency, 
duration, and distance of running away as well as to 
the Hkelihcod of using public services. 

Conflict with parents and home-related problems 
were the predominant causes of running away but 
some have run away because of school difficulties 
and other problems (table 14). Older respondents 
were more likely to run away because of problems 
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Ihbto 14— ne£S0R:t Qivtn By Indian Adototcants 
for Running AiMiy (n s 120) 



Raaaons Percontago 



School performanoe: 

Poor attendance 17 

Kicked out of school 9 

ProWema ^ the teacher 7 

Bad Qradaa 5 

Other school probiems 23 

Family problems: 

Argomenta with parents 38 

Cani talk to parents 29 

Parents' problema with alcohol or drugs 21 

Parents too strict 19 

St)linQ problems 12 

Neglected by parents 8 

Abused by parents 8 

Parents dlvoroe 6 

Parents kicked youth out of home 5 

Domestk: vk)lence 4 

Sexual abuse by parents 1 

Wwit to Hve with other parent 12 

Other home problems 29 

Youth m trouble with law 12 

Youth in trouble with peers 10 

Atoohol or drug problem 15 

Pregnancy 6 

Friend ran away 15 

Feared consequences of misbehaving 12 

Other persona] problems 13 



SOURCE: Indian C«nt*r. Inc., Uncok). NE. and Unlv«rtity of Ntbra«k«. 
Lincoln. Oapartmtnt of Sociology. BurMu of Soddoglcal 
O iiss f ch. *Th« N«tiv« Anvancan AdolMoant RMMrch Pfvjtct; 
Report on Intsrvitw Survayt of Runaway*. Parantt. Community 
Ltadart and Human Sarvioa WoikarC unr^iblichad raport. 
Unooln.rc.Juryl9e6. 



with their siblings. Males were more likely to report 
legal problems or trouble with alcohol and drugs, 
while females more often indicated that they ran 
away because a friend had also run away. Compari- 
sons between youths who had run away only once 
and those who frequently did so revealed that the 
latter were more likely to mention parental strio 
ness, arguments with parents, not being able to talk 
to parents, and parental alcohol and drug abuse. 



While away from home, the following problems 
were most frequently encountered: lack of money 
(47 percent); lack of clothing (35 percent); lack of 
transportation(18 percent); trouble finding work (17 
percent); getting into trouble with the law (10 
percent); and alcohol and drug problems (10 per- 
cent). Physical and sexual abuse, loneliness, illness, 
absence of other Indian people, inability to contact 
family, and racial discrimination were seldom men- 



tioned* and usually only by older adolescents who 
had been farther and longer away from home. 

In returning home, most of the runaway Indian 
youths surveyed indicated that the problems which 
led them to leave were still present Few (17 percent) 
rq)orted using services that might help them cope 
more effectively with these stresses. 

The aitthors concluded that since the vast majority 
of runaway Indian youth stay with friends and 
family, resources should be redirected from shelters 
and other public services to those who actually 
shelter them. 

ENVIRONMENTAL RISK 

FACTORS FOR MENTAL HEALTH 

PROBLEMS 

A wide range of stressors contribute to mental 
health problems among Indian adolescents. Many 
Indian communities experience high rates of unem- 
ployment, poverty, alcohol abuse, physical illness, 
and death (322). These problems have been associ- 
ated with mental health problems of children and 
adolescents (323). This section discusses the preva- 
lence and consequences of several environmental 
risk factors as discussed in the Indian health 
literature. These include: otitis media, fetal alcohol 
syndrome, child abuse and neglect, parental alcohol- 
ism, family disruption, and school problems. In 
addition, Indian adolescents have recently been 
asked about the extent to which they experience 
stress, both relative to specific life situations and 
generally; these data are also repoited. 

Physical Disorders 

Otitis Media 

Otitis media (middle ear infection) is widely 
regarded as the most frequently-identified disease of 
Indian children. Its special significance for adoles- 
cent mental health lies in the learning and develop- 
mental consequences that may follow from subse- 
quent mild to moderate hearing loss (218,220). 

Otitis media is most prevalent from birth to 
approximately 7 years of age (142,215), which 
coincides wiA critical periods in language acquibi 
tion. Considerable evidence has been amassed that 
demonstrates the contribution of otitis media to 
hearing loss (17,96,247), delays in cognitive and 
psycholinguistic development (159,157,389). low- 
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ercd educational achievement(83,107,219,319), and 
reading problems and emotional difficulties (3235). 
The potential scope of these problems is reflected in 
estimates that as many as 75 percent of all Indian 
children experience otitis media, that 13,000 Indians 
are in need of hearing aids, and that as many as 
22,000 may require otologic surgery (296). 

Fetal Alcohol Syndrome 

No review of environmental risk factors is 
complete without considering Fetal Alcohol Syn- 
drome and Fetal Alcohol Effects and their potential 
for engendering neim>sensory and developmental 
disabilities. The pioneering worlc in this area was 
conducted by May and his colleagues (207,208). In 
a detailed comparative analysis of selected IHS 
service units and reservations on which there was 
adequate case^finding. May and his colleagues 
found that one group of Indians had a higher 
incidence of FAS than any that had been reported 
previously. Two other Indian groups had lower rates, 
conq)arable to those reported in samples in Seattle, 
Sweden, and France, but the incidence speared to 
be growing. Of all the fetal alcohol children, 73 
percent had been adopted or placed in foster homes 
because of abandonment or neglect by their natural 
mothers. Twenty-three percent of biological moth- 
ers had died, ahnost always from an accident, 
cirrhosis of the liver, or other alcchol-related trauma 
and illness. 

One unanticipated finding noted by May and his 
colleagues was the relatively small number of 
mothtTs responsible for the prevalence of FAS and 
FAE. This finding suggests that prevention can be 
tai^geted to high-risk mothers. 

Child and Adolescent Abuse and Neglect 

Child and adolescent abuse and neglect is of 
increasing concern in Indian communities (327). 
The mental and enK>tional health of adolescents can 
be affected by abuse and neglect because they 
themselves are abused and neglected, or because of 
lasting emotional scars from abuse and neglect in 
their earlier years. There is wide variation in 
estimates of the prevalence of child and adolescent 



abuse and neglect (see table 15). At present, it is 
unclear whether this variation is due to widely 
divergent definitions of the phenomena, to differen- 
dal reporting methods, or to true epidemiologic 
differences that reflect the particular stresses and 
strains of local conununities*"^ (383). 

Not surprisingly, a ; view of medical records of 
hospitalized children found the lowest rate of abuse 
and neglect {5.1 pei 1,000 population [99]); few 
abused and neglected children are hospitalized. 
Recent data indicate that more thars 6,5(X) refenals 
for suspected child abuse and neglect were made to 
BIA in fiscal year 1988 (360). Eighty-one percent 
(5»338) of the referrals were substantiated within the 
year, lite BIA data underestimate the extent of abuse 
and neglect of Indian children for several reasons: 

• Referrals to BIA do not represent all cases. In 
some States (e.g., Alaska and California), State 
social service agencies rather than BIA may 
play a central role in handling suspected Indian 
child abuse and neglect cases. 

• There is no mechanism for formal and system- 
atic reporting of child abuse and neglect cases 
to BIA or tribal contract social services pro- 
grams. 

• These data do not include urban Indians. 

Nevertheless, these data reflect that a minimum of 
1 percent^^ of Indian children in BIA service areas 
may have been abused or neglected in a single year. 
Self-reports by Indian adolescents bear out these 
estimates. In the lAHS survey, 8.3 percent of male 
and 24 percent of female 7th- to 12th-graders 
reported that they had been abused physically, 
sexually, or both at some time in their lives (table 16) 
(366). Minnesota students were much less likely to 
report either physical or sexual abuse but were more 
likely than Indian adolescents to indicate that they 
had ever discussed the abuse (table 1 7). The students 
were not asked whether they had been neglected. 

Risk Factors for Abuse and Neglect 

Causes of child abuse and neglect in Indian and 
Native communities span the full spectrum of 
possibilities. Interpersonal ronflict, marital disrup- 
tion, parental alcoholism, inadequate caregiver- 



^^Tbe issue of what constitutes child abuse and neglect iD Indian communities has engendered a great deal of debate, Korbm (168) has suggested thai 
it be defined as **tbe idiosyncratic depanuie from culturally and socially acceptable standards (of childreariDg) that result in harm «o a child or 
compromiaes hiVber physical, cmouocial, cogmtive, social, or cultural developmeiu.* ' This view has round considerable currency in recent studies among 
Indians (98*186). However, regardless of the present difTexenccs in definition, there seems to be no question that, m vtitually every report, the rates of 
child abuse and ne^ect among Indian communities equal or exceed those of their non-Indian counterparts. 

i^Rate based on estimated IHS child service population of 397,065. 
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Tabto IS—StudlM Generating Estimates of Abuse and Neglect Among Indian Children and Adolescents 

Study* Setting Sample Method Findings 

Jones. 1969 Native village (Alaska) Entire Alaskan village Partk:ipant observation; 1/3 of all chiMren 

(n « 201 ) recx>rds review 

Wk:t)!acz, Lane 

and Kempe, 1978 '. . Cheyenne River Sioux 65 reported cases; average Register of suspected Rate 26 per 1 ,000 

age s 4.5 years okj cases 

White and Comiey. 

1981 Navajo Nation human Clients under 9 years okj Servtoe utilization Rate 13.5 per 1 ,000 

servk^e agencies review 

Fishier. 1985 IHS hospital (San Carlos) Service population Medk:al chart review; Rate 5.7 per 1 ,000 

(N - 6,000) staff survey 

Hauswakj, 1987 Navajo Nation Mothers In 1 10 normal and Ethnography; agency Rate 13.5 per 1 ,000 

problem families in Fort reports 

Defiance and Chinle 

agencies 

Lujan, OeBnjyn, May, 

et al., 1989 Sante Fe IHS Hospitals, 53 reported cases; age Hospital records review Frequent co-occurrence of 

NM range 0 to 21 years okl, abuse and neglect; re^ed 

median age 10 years okj to family disruptton 

Piasecki, N^anson, Hiat, 

et al.. 1 989 Albuquerque and 1 J 55 chikJren in mental Key informant 67% had experienced 

Phoenix IHS Service health treatment. In need of interviews of Federal abuse or neglect; more 
Area same or abused or human service girts than boys: strong 

neglected; age range 0 to providers relationship to family 

1 8 years okl; average age stability; associated with 

= 13 years oW more psychiatrfc 

symptoms, substance use, 
delinquency 

University of 
Minnesota, iAHS. 

1989 Schools (Plains, 7th-12th graders IAHS 8.3% of males, 24.0% of 

Southeast. Southwest) (n 2,700) females report being 

abused physk::ally, 
sexually, or both 

Plantz. Hubbell, Barrett, 

et al., 1 989 BIA servk^e areas nation- All referred cases Report of referred Referrals; 58% of 

wkle, except for "280" cases investigated cases 

States substantiated 

^Heferenoes are located at end of report. 
SOURCE: Offioe of Technology Assessment. 1990 



child bonding, se\ere educational deficits, chronic 
physical illness, unemployment, and violent death 
are common among the families of abused and 
neglected Indian children (99,147,237,380,382). In 
this respect, the dynamics probably mirror those of 
families in general (60,135). Contrib. jrs more 
specific to Indian communities include stresses 
resulting from rapid sociocultural change, gender 
role changes, failed parenting skills, the changing 
nalurt of the extended family, and special risks 
attached to boarding schools (27,1 19,133). 

In the Piasecki et al. (251) survey (see table 15), 
children with histories of abuse or neglect were more 
likely to have experienced parental alcoholism, 
divorce, single parenting, or a chaotic family situa- 
tion. Children with histories of both abuse and 



neglect had experienced a higher frequency of each 
disruptive event except having a single parent. 

It is not surprising that, in this study, more Indian 
children residing with foster or adoptive families 
had had histories of abuse and/or neglect than their 
counterpans who lived either with parents or in such 
institutional settings as boarding schools. In both 
Indian and non-Indian communities, child abuse and 
neglect are common rea:>ons forout-of-home place- 
ment. The troublesome aspect of these findings lies 
in the observation that, at the time of the survey, 61 
percent of the children with histories of abuse and/or 
neglect resided within the familial households that 
likely gave rise to these conditions. Several recent, 
highly publicized cases of sexual abuse in BIA 
schools, such as the 1980 and 1987 incidents at 
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Tlibto IS— Ptrotntae^ of Indian AdolMcantt 
Who Indicatfd Bm Mng AbuMd by Family 
MtmbaraorOthara* 



Region 


Physical 
only 


Sexual 
only 


Both 
physical 

and 
sexual 


Total lAHS subsample: 








Ma)08 (n-1^7) 


. . . 6.0% 


1.1% 


1.2% 


Fen)aieft(n* 1,360) 


... 9.9 


6.3 


7.8 


Plains subsampto: 








Midas (n - 529) 


... 5.7 


0.6 


0.6 


Fanutos (n » 5d5) 


... 11.5 


5.5 


8.2 


Southwest subsannple: 








Malea (n-564) 


... B2 


1.6 


1.5 


Females (n « 575) 


... 9.4 


6.8 


6.6 


Southeastern sutsample: 








Males (n - 204) 


... 6.0 


0.7 


2.2 


Females (n - 200) 


... 6.3 


7.4 


9.7 



Hm you •vtr bMn phyticaKy abuMd or m^treat«d by anyone in yimr 
family or by anyona ttoa? 

Hava you avar bean aaxuaKy abusad? SaxuaJ abusa is wtian somaona m 
yourfannityorsomaonaataatouchaayouinapiacayoudidnQi want toba 
touchad or doaa somathlng aaxua!iy which thay shouldn't hc*9 dona. 

SOURCE: Univaralty of Minnaaota. Adolatcant Haalth Program, Indian 
AdoiaaoantHaalth Survay, unpubltshad praltmlnarydata, 1989. 

Navajo and Hopi, respectively, indicate, however, 
that home is not the only arena in which Indian 
children are at risk for abuse (327). 

Consequences of Abuse and ^Veglect 

Children who have been abused and/or ne- 
glected exhibit behavioral, social, developmental, 
and cogniuve deficits when compared to children 
who have not experienced abuse or neglect 
(48,94,121,174,198,312). Results fromstudies using 
clinical samples are mixed, however, with respect to 
whether and how abused and neglected children 
suffer from different or more severe mental disorders 
than other non-abused, but emouonally disturbed 
children (56,160,230;268). Monan, Leichter, and 
Lewis (230) indicated that abused and/or neglected 
children did not differ diagnostically from other 
emouonally disturbed children, except that the 
abused and neglected children were more violent. 
The study by Carmen, Rieker, and Mills (56) found 
no differences between the diagnoses assigned 
psychiatric inpatients with and without abuse histo> 
ries. However, female patients who had been abused 
were more self-destructive than nonabused females 
and abused males were more aggressive than non- 



TUblt 17--Ptrotnt«o^ ^ Indian and NNnnawta 
AdoiatMnts Who ifKHcattd Evar Being Physically 
orStxualiy AbuM<! 







ooxual 


oOin 


lAHS subsampie: 








Males (n«l^7) 


. 6.0% 


1.1% 


1.2% 




. 44.2 




N/A 


Femafes(n« 1,360) 


9.9 


6.0 


7.8 


Ever discuss 


. 60.4 


15.6 


N/A 


Minnesota AHS: 








Metro males (n» 12,155) . . 


. 5.1 


2.1 


N/A 


Ever discuss . 


. 58.0 


49.5 


N/A 


Rural males (n - 6,300) . . . 


. 4.2 


1.7 


N/A 


Ever discuss . . 


. 50.2 


40.0 


N/A 


Metro females (n « 11,538) . . 


. 14.5 


15.5 


N/A 


Ever discuss. 


. 71.2 


62.6 


N/A 




11.5 


13.2 


N/A 


Ever discuss . 


. 65.7 


57.8 


N/A 



SOURCES. IAH8tubMmpto:Univ«rtnyofMinnMota« AdolMOtntHMnh 
Progrvn. Indian Adobmnt HMlth Survey, unpubiith«d 
prelimlnvy dita. 1 969; i inn— ot> AHS: Univ«fs]ty of Minn*- 
sota, Adolttotnt Haatth Program. Minn#«ota AdotMC^nt 
^•MiU Survoy. unpublished data. 1987. 



abused males. Kazdin and his colleagues (160) 
found that physically abused subjects (ages 6 to 13) 
showed greater depression and hopelessness than 
the non-abused controls, but only on self-report 
measures, not diagnostically. Rogeness, Amrung, 
Macedo, et al. (268) reported increased conduct 
disorder in abused or neglected boys and in abused 
girls, and more borderline, conduct, and concentra- 
tion symptoms in abused or neglected children than 
in non-abused, non-neglected children. 

Data from the Piasecki et al. study are consI..:ent 
with previous findings that children who have 
experienced abuse only or neglect only do not differ 
psychiatrically from those who have experienced 
neither abuse nor neglect But, those children who 
suffered both abuse and neglect did evidence ga*ater 
frequencies of symptoms of mental health problems 
than any of the other children. In addition, they were 
more likely to have been expelled from school or run 
away from home. 

Students responding to the lAHS who had beei. 
abused were more likely to be more worried about 
abuse, to feel depressed, to feel in poor or fair health, 
to perform below average in school (males only), 
and to have engaged in the risk behaviors of sexual 
intercourse,^^ alcohol and marijuana use, and at- 
tempted suicide (table 18). 



'^This ma> be a misimerprcuuon. because the sexual abuse ma> have involved forced sexual intercourse. Thus, the sexual intercourse could not 
property be considered an sk behavior of the adoiesccnt. However early voluntary sexual intercourse may be a consequence of childhood sexua? abuse 
(264 J^l). Evidence also shows thai sexually abused children may later experience feelings of increased vulnerability, stress, and sexual dysfuncuon 
(264332). 
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Tabid l8--Covarlation of AbuM With 
B«h«vk>rai Risk Factors and Straat 



P8roent\ii^83q)eheno8d 
or did not 
experience abuse 

Males Females 



Worry about abuse from parents: 

Both physical & sexual abuse 20.0% 36.1% 

Physicai abuse only I8.i 35.5 

Sexual abuse only 34.5 31 .3 

No abuse 13.3 23.6 

VA)rry about being forced to do 

something sexual: 

Both physical & sexual abuse 22.0 41 .2 

Physical abuse only 16.9 30.0 

Sexual abuse only 2 1 .8 35.8 

No abuse 12.7 27.8 

Ever had sexual intercourse: 

Both physical & sexual abuse 40.0 49.8 

Physical abuse only 39.1 34.5 

Sexual abuse only 33.9 36.0 

No abuse 25.9 14.4 

Feeling depressed in last month: 

Both physical & sexual abuse 32.7 32.6 

Physical abuse only 21 .9 27.3 

Sexual abuse only 22.4 17.2 

No abuse 14.5 15.4 

Ever dnnk beer/wine: 

Both physical & sexual abuse 72 2 72.0 

Physfcal abuse only 65 4 66.4 

Sexual abuse only 57.1 66.8 

No abuse 55.8 48.8 

At least weekly use of beer/wine. 

Both physical & sexual abuse . 18 5 12.6 

Physical abuse only 19.1 13.1 

Sexual abuse only 1 2.5 12.6 

No abuse 12 4 7.8 

Ever smoke marijuana: 

Both physical & sexual abuse .... 57.4 47.6 

Physcal abuse only 46.1 45.1 

Sexual abuse only 35 1 37.8 

No abuse 37 3 29.0 

At least weekiy use of manjuana. 

Both physical & sexual abuse I8.6 10.3 

Physical abuse only 18.5 11.7 

Sexual abuse only 14.1 1O.1 

No abuse 10.4 6 9 

Fee! in poor or fair health: 

Both physical & sexual abuse ... 33 6 37.8 

Physical abuse only 21.8 26.4 

Sexual abuse only 1 9.0 27.2 

No abuse 17.5 19.9 

Ever attempted suicide: 

Both physk:al & sexual abuse 41 .7 43.0 

Physical abuse only 222 35.2 

Sexual abuse only 30.6 22.7 

No abuse 9.5 13,8 

Perform beiow average In school: 

Both physical & sexual abuse 1 8.5 1 1 .0 

Physteal abuse only 15.6 13.6 

Sexual abuse only 22.4 12.8 

No abuse 11.2 10.O 



SOURCE. University of Minnesota. Adotoscent Hoailh Program. Irtdtan 
Adolesoant Health Survey, unpubttshed prefimmary data. 1989 



Thus, the abuse and neglect of children and 
adolescents deserves {H^ventive intervention, if 
possible, and intervention with the victim if preven- 
tion efforts are not successful. 

Parental AlcohoUsm 

The extent of alcohol abuse in Indian communi- 
ties is of longstanding concern (322). Alcohol use is 
implicated in many of the major causes of morbidity 
and moitality for Indians. Recently, a total of 22,5 
pcixent of Indian adolescents surveyed perceived 
that their parents had a drinking problem (366). This 
compares to 14 percent of Minnesota adolescents 
who were asked a similar question (364). 

Family Disrupticn 

Family disruption may, of course, be related to 
parental (or adolescent) alcoholism, poverty, unem- 
ployment, physical illnesses, or all of the above. It 
can result in mental health problems for adolescents 
(323). Two recent surveys found substantial evi- 
dence of family disruption among Indian adoles- 
cents. 

Compared to Minnesota students, Indian students 
reported that their biological parents were less likely 
be living together (64 v. 49 percent), and, not 
surprisingly, more likely to be divorced or separated 
(22 V. 34 percent) (table 19). Perhaps most disturb- 
ing, 12 percent of Indian adolescents reported that 
one or both parents were dead, compared to approx- 
imately 3 percent of Minnesota students reporting 

Table l9-^atu8 of Blologlcai Parents and IJ ving 
Arrangements of Indian and Minnesota Adolescents 



Bioioflical parental status 
Percent 

total lAHS Minnesota 
(n = 2.672) (n = 36284) 

Living together 49.3% 64.0% 

Divorced or separated 12.2 22.0 

One/both parents dead 4.7 3.0 

Don't know 4.7 2.0 

Stud' sMiving arrangements 

lAHS Minnesota 

Single parent household — 39.7% 16.8% 

Two parents/blended 39.8 80.3 

Other 20.5 2.9 

SOURCE. Indian student data: Universfty of Minnesota, Adolescent 
Health Program. Indian A^lescent Student Health Survey, 
unpublished preliminary dala, 1989; Mtn n — oU bfoioglcai 
parent atatua data: Minnesota Department of Education. 
Minnesota Survey Report, unpublished data, 1 969: linnaaota 
attidant Uvtng arrangamant data: University of Minnesota, 
Adolescent Health Program, Minnesota Adolescent Health 
Survey, unpublished data, 1987 
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such a tragedy. As a consequence, Indian adoles- 
cents weie more than twice as likely to report living 
in a single-parent household, and almost 10 times as 
likely to report living without a parent as the 
Minnesota students. 

Although they did not compare Indian students* 
sources of stress with those of non-Indian students, 
recent surveys by the NCAIANMHR found that 75 
percent of Indian students in either universities, 
tribal boarding schools, or BIA boarding schools had 
experienced stress as a result of personal problems 
of family members, the death of a relative, the health 
of a close family member, or bad news from home. 

School Environment 

The world of school constitutes one of the most 
important environments in an adolescent's life. 
Perfa^ second only to family, it is in the school 
environment where children learn the socialization 
skills necessary for life. While the manifest purpose 
of schools is to educate, they also are the main social 
arena for youth of all ages. It is in this arena where 
peer pressure to conform builds. The following 
section profiles how American Indian adolescents 
see their school environments. 

Students completing the lAHS and Minnesota 
Adolescent Health Survey were asked a series of 
questions about how much certain behaviors go on 
in and around their school (table 20). Alcohol 
consumption is seen as the most frequendy occur- 
ring behavior for both Indian and Minnesota stu- 
dents, although rural Minnesota youth saw drinking 
behavior going on more than either metropolitan 
Minnesota or Indian students. On the other hand, 
Indian students were much more likely to indicate 
that students were using drugs, destroying property, 
getting into fights, and stealing.^*^ 

Contrasting Indian students by geographic/tribal 
affiliation shows that Plains adolescents are more 
likely to see drinking, fighting, and drugs as more 
conunon in their environment (sec table 21 ). Percep- 
tions of somewhat lower alcohol usage by Southeast 
Indian adolescents is probably reflective of restric- 
tive liquor laws in the area around the reservation. 
Southeast students differed in drug use, they were 
much more likely to perceive that students were 
sniffmg substances (glue, paint, liquid paper, etc.) 



than students elsewhere but less likely to perceive 
the use of other drugs. Fights are more likely to be 
perceived by Plains students; this may be reflective 
of the level of alcohol usage. 

The series of studies in three different types of 
institutions by NCAIANMHR that asked about 
sources of family-related stress also asked students 
about school-related stress. As shown in table 22, 
school pressures were a substantial source of stress 
for students. School-related problems were more 
common among the college sample, pertiaps be- 
cause of the greater conrniitment required and close 
ties between academic performance and financial 
issues. Indian adolescents in high school were more 
likely to identify concerns about families and 
friends. Comparisons to data reported for their 
Anglo, middle-class counterparts (84) indicate that 
many roor^ Indians report having had these kinds of 
stressful experiences and found them of equal or 
greater concern. 

Other Life Stressors 

In addition to the stressors of spechlc life 
situations such as physical handicaps, family disrup- 
tions, and school, stress can be measured by asking 
questions about general well-being. While not al- 
ways more commonly than their non-Indian counter- 
parts, a substantial minority of Indian respondents 
reported to the lAHS experiencing extreme stresses 
and strains, dissatisfaction with their personal lives, 
and feeling tired and worn out (table 23). Indian 
students were twice as likely as Minnesota students 
to feel that life was uninteresting and to feel 
emotionally insecure, with almost one-half of Indian 
adolescents reporting these feelings. 

CONCLUSIONS AND POLICY 
IMPLICATIONS 

As may be ^parent from the foregoing discus- 
sion, making sense of the current mental health 
status of American Indian and Alaska Native youth 
is not unlike trying to sew a large, predesigned quilt 
from pieces of cloth that vary in size, shape, texture, 
and color. Clearly, many Indian children and adoles- 
cents live under stress. Many experience mental 
health problems, at rates that usually exceed their 
mainstream counterparts. Yet anecdotal evidence 



^''Somc of 'Jk differences bciwccn pcnxptions may be due lo a slighU> younger sample of Indian youths, with neailj 56 pcrccn? bcmg 14 and under 
compared to approximairl/ ^2 pciccm for Minncsoia youth. Preliminary anaJyscs of Minnesota data suggest that stealings fighung. and vandaiinn^ 
ochaviors were more likely to occur with students in junior high. 
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Tabte 20--Pe captions of School Envlronmtnts by Indian and MInnasota Studonts 

Percent responding quite a bit or very much 

Indian students Minnesota nietro students Minnesota rural students 

P erceived other students: Mates Females Males Females Males Females 

Orif)^ 41.8% 50.2% 45.3% 48.5% 55.7% 62.6% 

Using drugs 29.1 34.1 21.7 26.3 12.0 14 5 

Sniffing glue, paint liquid paper, etc 17.0 19.3 — — — — 

Destroying property 23.0 27.8 18.0 18.8 15.2 14 1 

Getting into fights 37.7 45.3 24.3 25.5 20.5 20 7 

Stealing things 29.3 28^9 22^9 2^9 187 18.3 

SOURCES- Indtan ttudtnt data: University of Minnesota, Adotescant Health Program. Indian Adolescent Health Survey. unpuWished prelimmary data. 

1989; MnriMota metro and rural student data: University of Minnesota, Adotescent Health Program, Minnesota Adolescent Health Survey. 
unpuUtshad data. 1987 



Table 21— Perceptions of School Envlronnients by Southwest, Plains, 
and Southeast Indian Students 



Percent responding quite a bit or very much 



Perceived other students: 


Total 


Southwest 


Plains 


Southeast 


Drinking 




39.4% 


58.6% 


30.1% 


Using drugs 




34.2 


37.9 


6.7 


Sniffing glue, paint, liquid paper, etc 


18.4 


10.8 


12.2 


56.5 


Destroying property 


25.4 


26.2 


27.2 


18.1 


Getting into fights 




31.1 


54.7 


32.0 


Stealing things 


29.6 


28.8 


31.2 


30.2 


SOURCE University of Mmrwsota. Adotescent Health Prograrr.. Indian Adolescent Health Survey, unpublished preumtnary data. 1989 



Table 22— School Pressures Experienced as Stressful by Indian Students 





Universities 


Tnbal 
boarding school 


BIA 

boarding school 


Receiving a Dor F on a test 


X« 


X 


X 


Persona] Pressure to get good grades 


X 


X 


X 


Pressure to get an A or B in a course 


, . X 


X 


X 


Fear of failure 


X 


X 


X 


Failing to complete assignments 


. . X 


X 


X 


Studying for a test 


X 


X 


X 


Taking a test a class 




X 


X 


Difficulty getting motivated for dasswork 


X 


X 


X 


Completing a term paper 






X 


Confifet between my goals and those others have for me . . 


X 




X 


Giving a dass presentation 


X 






Fear of failure to meet family expectations 


X 






Deciding vvtiat to do after graduation 




X 


X 


Not enough recreational activities 




X 


X 


Students gossiping and spreading rumors 






X 


Being so far from family 






X 


Being written up for incidents 






X 








X 



•"X" indicates that 75 percent of the students surveyed responded that they had tx)th expenenced the even! and found it to be stresstul to some degree 



SOURCES' National Center for Amencan Indian and Alaska Native Mental Health Research, College Studont Lrfo Transitions Project, unpublished 
prelimjnery data. 1 969. NationaJ Center for Amencan IfxJian and Alaska N ativo Mentai Health Research, Indian Boardir>g School Project, unpublished 
preliminary data. 1 989 
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Tkbio 23— General Weli-Being and Stress Anrw^ Indian and Minnesota Adolescents 





lAHS' 




Metro Minnesota 


Greater Minnesota 




Males 


Females 


Males 


Females 


Males 


Females 




(n = 1^297) 


(n» 1.360) 


(n = 12.155) 


(n« 11.538) 


(n « 6.308) 


(n» 6.282) 


Pmromt iwapondktg quite e bit or very much to : 












In the lest month have you felt: 














Extreme stresses and strains . . 




23.9% 


27.3% 


28.3% 


225% 


23.2% 


Dissatisfied with personal life . . 


.... 18.3 


23.8 


22.4 


25.2 


21.9 


22.7 






40.8 


19.8 


21.4 


23.4 


22.7 


Not feeling enx>tionaiiy secure . . 




42.9 


19.3^ 




19.7*> 








30.9 


24.5 


26.4 


22.2 


23.5 



^Indian Adol«8(»nt Health Sunrey. 
^al«8 and ftmalM oombinad. 



SOURCE. IndiMi eludint data: University of Minnesota. Adolescent Health Progrti/n. Indian AdoSescent Health Survey, unpubtished preliminary data. 1969. 
Mliwota ttMdm data: University of Minnesota. Adolescent Health Program. Minnesota Adolescent Health Survey, unpublished data, 1967 



indicates that many Indian youth thrive psychologi- 
cally despite these circumstances. Unfortunately, 
the present knowledge base and means of adding to 
it lag far behind the desire to appropriately target, 
deliver, and extend needed treatment and preventive 
interventions. Almost every report on the mental 
health status of Indian children and adolescents has 
reached the same conclusion: systematic procedures 
for gathering basic epidemiologic and patient- 
centered service utilization data are nonexistent and 
the lack thereof cripples thoughtful and effective 
planning (123,28,29,205,235). This section dis- 
cusses what could be done to improve the availabil- 
ity of information about Indian adolescents* mental 
health. Chapter 3, which follows, charts the services 
available to treat and prevent Indian adolescents* 
mental health problems. 

Several courses of action may be taken to remedy 
ihe lack of information. These include: 1) establish- 
ing patient-centered, diagnosis-sensitive data sys- 
tems that link different service agencies; 2) develop- 
ing surveillance units within existing service agen- 
cies; and 3) conducting a national community-based 
epidemiologic study of child and adolescent ment4l 
health problems. 

Patient-Centered Data Systems 

The IHS relies on service utilization data to 
estimate the mental health needs of Indian commu- 
nities. A number of computerized reporting systems 
are currently in use by tribes and the IHS but they are 
not used consistently across tribes or IHS service 
units. The two most common are the Ambulatory 
Patient Care (APC) system and the Patient Care 
Information System (PCIS). The APC system uses a 
list of 1 1 categories of mental disorders and three 

ERJC 



categories of neurological disorders on a checklist 
form. These classifications encompass the general 
categories of neuroses, schizophrenia and other 
psychoses, organic brain syndromes, personality 
disorders, etc. In addition to not conforming to 
modern diagnostic terminology, they do not allow 
tor more specific coding of mental health problems, 
especially those relevant to children and adoles- 
cents. 

Three of the 12 IHS Area and Program Offices — 
Alaska, Tbcson, and Billings— utilize PCIS. This 
system employs diagnostic coding from the Interna- 
tional Classification of Diseases, 9th rev. (ICD-9) 
(338). However, the strengths of the PCIS are 
tempered by inadequate field staff training and 
continued reliance on program contacts rather than 
individual patients. Recognizing these limitations, 
the IHS has formed a task force to revise its patient 
information systems. Though planning in regard to 
medical diagnostic codes has proceeded fakly swiftly, 
iiumerous questions remain with respect to mental 
heal'di problems. Considerable debate has arisen 
over nomenclature and coding procedures. Current 
estimates by IHS administrators are that an opera- 
tional system for systematically coding and record- 
ing mental health problems in general will be in 
place in 1994. 

An additional problem has arisen with the advent 
of yet a different IHS patient information system. 
The Alcohol Treatment and Guidance S> stem ( ATGS) 
was introduced in 1980 and fully adopted 3 years 
later as a means of monitoring IHS and tribal alcohol 
treatment and prevention programs. It is designed to 
provide information! about treatment activities, train- 
ing needs, client ^rogi>^s^,*and program effective- 
ness. The ^TGS'^coi^equently offers a rich and 
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potentially useful database which, to date, remains 
virtually unexamined. It is hoped that ATGS will 
soon be used to generate estimates of ** treated'' 
prevalence, of the proportions and types of services 
delivered to youth, and of their efficacy. These data, 
however, are not linked with either medical or 
mental health records, thereby frustrating attempts 
to discover possible relationships among these 
different illnesses and systems of treatment This 
laner point is particularly important in light of May 's 
(205) demonstration that significant quantities of 
IHS medical and mental health services are con- 
sumed by individuals suffering fh)m alcoholism. 

Social service, special education, law enforce- 
ment, and child welfare data, which may be com- 
piled by the BIA, local tribes, and urban Indian 
health care programs, are rarely computerized. For 
example, the BIA has only recently initiated com- 
puterization of data pertaining to the use of its social 
services. Psychoeducational evaluations, often con- 
ducted routinely by psychologists and social work- 
ers in BIA schools, are seldom accessible in any 
systematic fashion. Urban Indian health care pro- 
grams do not employ a common means of recording 
and reporting mental health problems. 

One of the first challenges is to upgrade the BHS 
patient information systems with respect to diagnos- 
tic sophistication, relevance to the mental health 
problems of childi:^n and adolescents, case- 
orientation, and linkage across different systems of 
care. The information systems for other agencies are 
far less advanced and will require much greater 
effort to move in the same direction. 

Surveillance Units 

The development ot these information capabili 
ties ought to be accompanied by the establishment of 
surveillance units within each agency. Such units 
should be charged with the analysis of the resulting 
data to inform program planning. Products could 
include **treated" prevalence and incidence rates of 
select mental health problems among Indian adoles 
cents, patterns of risk among adolescents in treat 



ment, descriptions of the types and quantiaes of 
services used, identification of **high" users of 
services, and evaluations of treatment effectiveness. 
None of this information is currently available. 

Epidemiologic Data 

The mental health problems of Indian adolescents 
can only be partially understood from service 
utilization data- Numerous biases affect who seeks, 
obtains, or is identified as needing u^tment Such 
factors include cultural acceptability, accessibility, 
staff skills and training, as well as program history. 
Consequently, the insights generated by program 
information systems must be supplemented by 
community-based epidemiologic studies. This re- 
quirement is widely acknowledged among health 
professionals and service planners. A number of 
recent examples include the National Institute of 
Mental Health Epidemiologic Catchment Area stud- 
ies (261) and the National Center for Health 
Statistics' biannual household survey (146). Yet no 
comparable epidemiologic studies have been under- 
taken with Indian adolescents nor have Indians ever 
been included to a meaningful degree in any national 
survey. Indeed, it is not surprising, then, that a recent 
draft report by the IHS Office of Mental Health 
Programs-based on a survey of providers, planners, 
and investigators-listed a large-scale psychiatric 
epidemiologic study of children and adolescents as 
among the highest priorities for future Indian mental 
health research (355). Another series of recommen- 
dations in regard to IHS alcohol research initiatives 
recently reached the same conclusion (352). 

Current information and research technologies are 
capable of meeting the challenges of obtaining better 
information about the mental health of Indian 
adolescents. The real barriers to future advances are 
the lack of available resources and organizational as 
well as philosophical schisms that preclude mean- 
ingful collaboration across the agencies charged 
with delivering needed mental health care to Ameri 
can Indian and Alaska Native adolescents. 
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Chapters 

Delivery of Mental Health Services to American Ividian 

and Alaska Native Adolescents 



There is no single system for delivering mental 
health treatment to Indian and Native youth. Rather, 
there are a series of agencies and institutions with 
different responsibilities that create a patchwork of 
resources that varies from community to comjnu- 
nity. This ch^ter describes, to the extent informa- 
tion is available, the agencies relevant to the mental 
health of adolescents. It also describes the way in 
which contemporary mental health treatment ap- 
proaches and settings have been adapted by Indian 
communities. The chapter makes clear that mental 
health services for Indian adolescents appear to be 
inadequate, given the mental health needs described 
in chapter 2, 

AGENCIES INVOLVED IN THE 
DELIVERY OF MENTAL HEALTH 
AND RELATED SERVICES TO 
INDIAN ADOLESCENTS 

The agency most direcdy responsible for provid- 
ing mental health services to Indian adolescents is 
the Indian Health Service's Menial Health Programs 
Branch. IHS's Alcoholism/substance abuse Pro- 
grams Branch, the Bureau of Indian Affairs, tribal 
health programs, urban Indian health programs, and 
State and local service agencies also play a role in 
providing menial health services. 

Indian Health Service^ 
Mental Health Programs Branch 

The mission of the Indian Health Service 
Mental Health Programs Branch (MHPB) is to 
provide access for all Indian persons to high-quality 
and culturally appropriate mental health services 
that are appropriate to the nature and severity of their 
mental illness (355). The MHPB, which is one 
component of the Division of Clinical and Preven- 
tive Services in the IHS Office of Health Programs, 
has two geographic locations. Mental health and 
social SQi^ices staff are located in IHS headquarters 



offices in Rockville, Maryland Staff responsible for 
field services — e.g«, quality assurance^ planning, 
data, research, conununity consultation, special 
projects, children's services, and training — are lo- 
cated in the IHS Headquarters West Mental Health 
Office in Albuquerque, New Mexico. Branch staff 
work closely with area and service imit persoimel, 
and with major Indian organizations. 

As of April 1989, IHS reported that 25 1 staff were 
supported by mental health categorical funds (355) 
(table 24). Of these, 1 98 provide direct care, while 53 
are administrative or clerical staff or professionals 
who work at one of the headquarters offices. The 
estimated total of 200 clinical staff means that on the 
average, between one and two mental health direct 
U'eatment personnel are available in each of IHS*s 
127 service units. In actual practice, 80 percent of the 
service areas have a mental health presence and 20 
percent do not^ (355) (see table 24). 

The distribution of mental health resources and 
staff varies considerably from area to area as does 
the availability of mental health professionals 
u-ained to woric with children or adolescents (tables 
24 and 25). As shown in table 25, in fiscal year 1988 
the per capita budget for mental health services for 
persons of all ages in IHS areas ranged from $6.00 
per person in California to $23.30 per person in the 
Billings and Portland areas.^ Only 17 (9 percent) of 
the 198 direct care professionals were trained to 
work with children or adolescents, while children 
aged 19 and younger account for approximately 43 
percent of the Indian populauon (355). This amounts 
to an average of 0.43 providers per 10,000 children 
and adolescents. In 4 of the 12 IHS areas, there are 
no child- and adolescent-U'ained mental health 
professionals."* 

Given the mental health problems of adolescents 
described in chapter 2, the resources to provide 
mental health services are clearly inadequate. IHS's 



*Scc appendix C of ihis Special Report and U.S. Congress. OTA. Apnl 1986. for an overview of ihc IHS. 

^blc 20 shows th'' distribution of personnel by IHS area office rather than by the smaller organizational service unit. 

"^With its increased appropnaiion for fistal year 1990 (sec ch 1>. IHS plans to increase mental health allocations tu at least $12 per capita (for all 
ages combined) in each area. 

^Estimated mental health providers per 10.000 adolescents by area is bhown in tabic 1 tn chapter 1 of this Special Report. 
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Ikbto 24— Indtan ttorith 9§rviM Minlsl HMtth PioonMM Branch 9tsffi i\prtl 
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Alaska 


4 
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OKIahoma City 
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32 




2 


10 


1 


1 


— 


3 


2 


8 


26 




1 


2 


— 


8 


2 


3 


5 


— 


21 




1 
















1 


Total ATM Diroct 




















or 638 Mental 




















HeaKh progranis . . 
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Headquart^ staff... 
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2 




3 






3 
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Heatthprograms . . . 


23 


39 


7 


55 


3 


45 


35 


44 


251 



^Direct and 636 Mental Health Programs* Positions counted against Mental Health Program's position ceiing and funded wrth Mental Health Program dollars. 



Table 24t)-Chll(i- and Adolescent-Triinid Mental HmHH Professionals* 

Combined IHS Direct and 638 programs* 



Social Mental Other 

Social work health mental health 

Area Psychiatrists Psychologists Nurses workers assodates ^echntetans professkxiate Total 



Aberdeen 1 — — — — — 1 2 

Alaska 1 — — — — — — 1 

Albuquerque — 1 — — — — — 1 

Bemkijt — — — — — — — — 

Billings — 2 2 4 — — 1 9 

California — — — — — — — — 

Nashville — — — — — — — — 

Navajo 2 — — — — — — 2 

Oklahoma City 1 — — — — • — — 1 

Phoenix — — — — — — — — 

Poniand — — — i — — — i 

Tucson — — — — — — — — 

Total 5 3 2 5 — — 2 17 



'Program indicates number of professionals specified who are trained to work with the mental health problems of children or addesoents. 

SOURCE U.S Department of licslth and Human Services, Public Health Service. Indian Health Servtce. Mental Health Programs Branch. "A National Plan for Native Amencan Mental Health 
Services." lOth draft, unpublished report. Rockville. MO. June 26. 1989. 
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own draft National Plan for Native American Mental 
Health Services concluded: 

White Native Americans suffer from the same 
types of mental disorders as other Americans, the 
prevalence and severity of these disorders appear to 
be greater, the availability of services lower, the 
cultural relevance of treatment plans more challeng- 
ing, and the social context more disintegrated than in 
almost any part of American society. Failure to 
address diese issues will result in more severe 
emotional proMems for future generations of Native 
American individuals, families, and communities. 

What constitutes an adequate number of mental 
health professionals for children and adolescents? 
The question is difficult to answer. IHS's draft 
Plan's major recommendations included more than 
doubling the current number of direct treatment staff 
and assuring that trained staff are available to 
**provide services to Native American populations 
with special needs, especially children" (355). 

OTA has attempted to estimate the number of 
child-and adolescent-trained mental health profes- 
sionals that would optimally be available to serve 
Indian children and adolescents. Such an estimate is 
made difficult by the fact that both the total number 
of such specially trained mental health professionals 
in the United States and standaids for provider-to- 
population ratios are generally not available.^ In 
1981, the Graduate Medical Education National 
Advisory Committee (GMENAC) recommended to 
the Secretary of the U.S. Department of Health and 
Human Services that 8,000 to 10,000 child psychia- 
trists be available by 1990 (339). A GMENAC panel 
estimated, however, that psychiatrists would be 
needed to treat approximately 25 percent of the 
mental health needs of children and adolescents, 
with the other needs bemg U'eated by primary care 
physicians, pediauicians, and other mental health 
professionals.^*^ Since then, the advisability of pri- 
mary care physicians' U'eating mental disorders has 
been questioned (260). Thus, OTA concludes that 



Table 25-4HS Montal HMlth Programs Branch 

Uaar Population, Budgat Par Capita, and 
Mantai Haatth Provldara Par 10,000 Population 
by IHS Sarvica Area, FY 1988 

Menta) health 
Budget direct care 
User per capita providers per , 
IHS servtCQ area population 1988^ 1 0.000 popuiation° , 

Aberdeen 78,677 $18.14 4.2 

Alaska 88,511 9.86 .9 

Albuquerque ... 62,284 16.83 3.5 

BemkJji 44,837 9.83 1.8 

B\\\\r\QS 49,800 20.30 4.8 

California 39,866 6.00 .2 

Nashville 25,022 14.84 .4 

Navajo 167,741 10.29 2.5 

Oklahoma 217.211 6.15 1.5 

Phoenix 75,522 15.34 3.4 

Portland 54,059 20.30 3.9 

T\jCSon 19.877 12.56 ^5 

Totals-all ages . 923,407 11.89 2.1 
Totals-ages 

0-1 9<^ 397,065 N/A 0.4 

^Calculated on basis of $10,983,340. 

^See table 24 for numbers of provtders Ratto of montai health providers to 
population by area is for all ages, 
figures are not available for ages 10-19 

SOURCE U S. Department of Health and Human Services. PuWic Health 
Service. Indian Health Service. Mental Health Programt 
Branch. "A National Plan for Native Amencan Mental Health 
Services." lOth draft. unpuWi 'lOd report. Rockville. MD. 1989, 

GMENAC's recommended total number of child 
and adolescent mental health professionals can be 
increased to between 32,000 and 40,000 in 1990. 
This estimate remains somewhat conservative in 
that an oversight panel of GMENAC reduced an 
original recommended projection of child psychia- 
trists from 25,000 to between 8,000 and 10,000 in 
part because of **a lack of capacity to train adequate 
numbers of professionals to ueat the large unmet 
need by 1990" (339). 

With an estimated total U.S. child and adolescent 
population aged 0- to I9-yearS'0ld of 89,6 million in 
1990 (328), OTA concludes that a provider-to- 
population ratio of 4 to 5 child and adolescent- 
U'ained mental health professionals to every 10,000 



50nc avai!i*lc estimate is from ihc American Academy of Child and Adolestcni Psychiaio. which approximates that 5.000 child and 
adolcsccni-iramcdpsychiamsts alone are curreniiy available tu ihc Lmicd Siaics i67> in 1981 . ihc USDHHS NIMH had proposed a survey to deierminc 
Uic number of available menial health trcaimeni profc^ySionalN tn 1981. bui ihc request was refused by ihc L' S Office of Management and Budget ^ 
having no praciical utility for the Federal Government (187). 

^Thc panel csumaicd psychiainsts should sec nearly all children Nvilh psychubcs and ihosc in hospital scUings. but onl> 25 percent of children with 
neuroses, personality disorders and other nonpsychouc mental illnesses i339> Because very few children and adolcsccnus suffer from psychoses, and 
because children and adolescents in liospiial scttmgs arc also treated by menial health professionals other than psychiau . vis l323 ), OTA used an overall 
esumaic of 25 peaeni of children and adolescents with mental hca?th problems being seen by psychiatnsis The issue of ihc appropriate professionals 
to treat adolescents will be addressed in OTA's adolescent health assessment. 

""Fhc GMENAC panel also attempted lo comxi for the percentage of child mental health care provided by ' general psychiatnsts and for t*ic 
percentage of adult mental health care that child psychiatrists would provide (339). 
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children and adolescents is needed. Within IHS 
service areas alone, this would translate to an 
increase in child- and adolescent-trained mental 
health professionals from 17 to between 160 and 
200, or at I'^Sal 1 to 2 for every 1 of the 127 service 
units.^ OTA*s conclusion concurs somewhat with 
the IHS's reco^'nmendation, except that it substan- 
tially more than doubles the current number of direct 
mental health treatment staff for children and 
adolescents. 

As for a standard percent of expenditures for child 
and adolescent mental health problems (see table 
25), few data are available. Few States are able to 
disaggregate expenditures for children from those 
for other age groups; those that were able to do so 
estimated spending $9 per capita for services specif- 
ically for children in 1985 (231). For all ages 
combined, average per capita expenditures by States 
averaged $25.30 in 1985 (231). It is important to 
note that most State spending is for inpatient mental 
health care,^ but that private and third-party expendi- 
tures for outpatient and inpatient care are not 
included in State per capita expenditures 

Primary Health Care Services 

Most of IHS*s budget is devoted to the provi- 
sion of primary acute health care services (see app. 
C). Because of the paucity of mental health profes- 
sionals, primary care practitioners may be the 
principal source of detection and u-eaimeni of mental 
health problems for Indian adolescents. The extent 
of such screening and treatment is not known, 
however. In every IHS service area, medical provid- 
ers are scarce (323, 324, 87). The ratio of providers 
to population is well below accepted standards 
(324,87). This overextension is due to a combination 
of widespread needs among Indians for physical 
health care, the fact that IHSs' financial resources 
have not increased relative to inflation since 1978, 
and difficulties in recruiting clinical personnel to 
IHS service areas. 

Even if there were a sufficient number of primary 
care physicians to treat adolescents with mental 
health problems, the delivery of mental health 
services by non-psychiauic physicians is a problem 
of sufficient magnitude that the 1990 objectives for 



the health care of the Nation focused on improving 
this facet of the healtli care delivery system (333). 
The National Institute of Mental Health is devoting 
substantial resources to this problem on a national 
level (see 260). Yet, litue coordinated effort has been 
brought to bear to meet this objective within the IHS. 
One exception har, been the recent training, funded 
through the 1986 Drug Onuiibus Act, of IHS 
physicians and other allied health personnel in the 
awareness, recognition, and treatment of substance 
disorders (350). However, no systematic evaluation 
has been undertaken to determine if such training 
has improved actual practice nor have provisions 
been made to continue in-service education to 
reinforce the lessons leaned. In addition, these 
effort.s ai^ focused on substance abuse disorders, not 
other mental hea?»h problems. This may be pardcu- 
la: y serious with respect to the ueatment of 
adolescents because most physicians report that they 
do not understand adolescents' problems (43). 
While this problem 'S not specific to IHS physicians, 
IHS physicians come from the same pool of practi- 
tioners trained nationally. 

Alcoholism/Subsiance Abu^ie Program Branch 

The Alcoholism/Substance Abuse Program 
Branch (A/SAPB) of the IHS, originally known as 
the Office of Aic^hol Prograins, was established in 
March of 1978. Titie II of Public Law 94-437 (Indian 
Health Care Injprovement Act) authorized the trans- 
fer of mature (6 years of operation) Indian alcohol- 
ism projects from the adminis j-ative jurisdiction of 
the National Instuute of Alcohol Abuse and Alco- 
holism (NIAAA) to the IHS. The u-ansition of all 
(158) Indian alcoholism programs funded by the 
NIAAA was conpleied at the beginning of fiscal 
year 1983. Presently, the IHS funds 309 Indian 
alcoholism service contracts in Indian reservations 
and urban communities. 

A^'SAPB ^ -as situated in the Office of the Director 
until April 19i4, ivhen it was placed in the Division 
of Ciinical and Preventive Services in IHS's Office 
of Program Operations. Organizationally, the A/ 
SAPB consists of levcn headquarters positions, 
three located in Rockiille, Maryland, and four in 
Albuquerque, New Mexico. The administrative staff 
link with IHS service areas and programs through 
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The actual number would depend on the child user population in the service unit. 

^As a result, ambulatory care is believed to be inadequate in publicly funded settings (??3). 

*^TA*s adolescent health r ^scssment will estimate the total cost of mental healm problems among V S. <<.j)esccais. a figure iha will mclude an 
estimate of expenditures for mental health treatment services for adolescents. 
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area alcoholism coordinators. Area alcoholism coor- 
dinators, in turn, relate to local-level alcoholism and 
substance abuse programs through project officers, 
who may be members of an IHS service unit or area 
staff. 

The most extensive summary of EHS alcoholism 
programming efforts can be found in Peake- 
Raymond and Raymond's (249) report that identi- 
fies and assesses a series of model projects. Peake- 
Raymond and Raymond and other reports (e.g., 
5,6»57,343) found that virtually no alcoholism serv- 
ices were designed for Indian adolescents and that 
there was little coordination or continuity of care 
among alcoholism, social service, and mental health 
progran^s. 

The A/SAPB is responding to these deficiencies 
(345,349) (table 26). Recent initiatives, made possi- 
ble through 1986 Omnibus Dmg Act funding, led to 
the development of a youth services component that 
began in fiscal year 1987 (349). IHS reports three 
elements to its A/SAPB youth services component: 
prevention, outpatient treatment, and residential 
treatment. In fiscal v^ear 1987, 445 Indian youths 
were treated as outpatients, and 147 were treated in 
residential facilities (349). Two 24-bed regional 
adolescent substance abuse treatment centers were 
providing services by fiscal year 1 988 J * By the lime 
all residential treatment facilities for substance 
abuse have been opened, there will be one in each of 
eight areas (350). 

In 1988, IHS reported a commitment to providing 
services to all Indian adolescents diagnosed as 
needing alcohol and drug abuse treatment, to provid- 
ing community -based aftercare to all adolescents 
and adults hospitalized for alcohol and drug abuse 
treatment, to fully integrating alcohol and drug 
abuse treatment services into the EHS health care 
delivery system, and to funding and evaluating five 
demonstration projects for innovative Indian alcohol 
and drug abuse prevention projects (349). EHS 
concluded, however* that community commitment 
to change held the key to reducing Indians' alcohol 
and substance abuse. 



Tabto 26— Ov»rvt0w of IHS Alcohotism/Sutatance 
AbuM Program Branch 



• New, more reliabladiaonostic toots 

• New discharge classification system 

• New program models for treatment and prevention 

• More specific contract requirements 

• Eligibitiiy criteria for services 

• EducatSonAraining program to ensure competence 

• Overall plan to improve program operations 

• Standardize development prevention programs, with 
emphasis on Indian youth and famHies 

• Standardize and develop a network of community-tased 
treatnwnt services for alcoholics and family members 

• Develop aseries of research projects on alcohol abuse among 
Indians 

• Develop a system that meets the needs of IHS and Indians for 
alcoholism data 

• Establish standards of care and staffing resource methodology 

• Develop evaluation and quality assurance measures 

• Provide technical assistance to staff of alcoholism programs, 
and to all IHS professional staff 

• Provide additionai resources to projects with the greatest naed 

• Integrate alcoholism treatment into the overall IHS health care 
delivery system 

SOURCES: NMd»: M.P. Poake.Raymond and E.V Raymond, -Wtntifi- 
cation and Aswssmtnt jf Model Indian Htatth Service 
Alcoho!«m Projects." contract No. 240-083-0100. unpub- 
lished report submitted to the U.S. Departm nt of Health and 
Human Services. Pubbc Health Servtce. Health Resources 
and Services Admmtstration, Indian Health Service. RockvtUe. 
MO.ld64;Ob|ective«:US Department of Health and Human 
Services. Public Health Service. Health Resources and Serv- 
K»s Administration. Indian Health Service. Office of Health 
programs, "IHS Alcoholifim/Substance Abuse Prevention 
Initiative- (Rockville. MO: 1985) 

Bureau of Indian Affairs 

The Bureau of Indian Affairs (BIA) was estab- 
lished in 1824 as pan of the War Department and 
became a part of the U.S. Department of the Interior 
(DOI) in 1 849, when DOI was created. In 1977, DOI 
established the position of Assistant Secretary for 
Indian Affairs for the supervision and direction of 
the BIA. 

The BIA works with Indian tribal governments 
and Alaska Native village communities. It provides 
educational programs to supplement those provided 
by public and private schools. BIA assistance also is 
available for Indian college students, vocational 
training, adult education, gifted and talented stu- 



»»Thcsc were located at the ACL Hospital in San Fidel, New Mexico, and the Cherokee Nauon of Oklahoma in Tahlcquah 

i^Thrcc areas tBcmidji, Billings. Poaland) decided to conunue to purchase care on a contract basis, some because no Federal facilities that could be 
renovated existcdOSO). The OfnccofGcneral Counsel for U.S. DHHS had advised IHS thai funds prov Uw 99 570 could only be ulili7xd 

for renovation or constnjction of Federal facilities. The Phoenix and Tbcson areas will share a facility. 

In loiiJ, $8,6 mUhon was made available to IHS. and through IHS. the tribes, for renovation, construcuon. and staffing of residential ircaimcnt 
facihUcs in fiscal years 1987 and 1988. In fiscal year 1987, a Model Staffing Pattern for a 24-bcd facility was developed and disiribuicd to each IHS 
Area Director for use in approving applicauons. in fiscal year 1988. because funds were more limited, approximately $350,000 was distributed to each 
area to develop, with tnbal consultauon. a mechanism to provide residcnual treatment to youlli in their Areas (350) 
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dents programs, and single parent programs. Finally, 
the BIA collaborates with tribal governments to 
provide a variety of social services, police protec- 
tion, and economic development efforts. 

In recent years, two niajor laws have resulted in a 
restructuring of mental health-related BIA pro- 
grams. In 1975, the passa^^e of the Indian Self 
Determination and Education Assistance Act (Pub- 
lic Law 93-638; amended iti 1988 by Public Law 
100-472) facilitated contracting for the operation of 
education programs by tribal groups. The passage of 
Public Law 95-561, the Education Amendments Act 
of 1978 with technical amendments in Public Law 
98-511 (Education Amendments of 1984) and Pub- 
lic Law 99-89 (Indian Education Technical Amend- 
ments Act of 1 985), mandated a major change in the 
operation of both BIA-operated and tribally co» 
tracted schools. The implementation of Public Law 
95-561 (Education Amendments of 1978) resulted in 
decisiomnaking powers for Indian school boards, 
local hiring of teachers and staff, direct funding to 
the schools, and increased authority for the Indian 
education programs within the Bureau. 

In the 1987-88 school year, the BIA funded a total 
of 182 education facilities (table 27). BIA education 
programs furnish BIA-funded schools with cumcu- 
lum materials and technical assistance to develop 
and implement alcohol and substance abuse pro- 
grams, with special emphasis on identification, 
assessment, prevention, and crisis intervention 
through the use of referrals and additional counsel- 
ors at the schools. Boarding schools also depend on 
a number of BIA personnel, typically social workers, 
educational psychologists, and special educators, to 
screen for, intervene with, as well as monitor 
students who experience social and mental health 
problems. Much of this effort takes place within the 
context of the local Intensive Residential Guidance 
program. In 1988, the BIA reported that 19.2 percent 
of al! Indian children were in BIA-funded schools 
(359).i3 

The BIA also funds Indian Child Welfare Act 
programs that provide a wide range of human 
services. These services, which are managed by 
tribes, often address the social and mental health 
problems of Indian adults seeking to retain or 
reassume parental responsibility for their children as 
well as of Indian children subject to the stresses 
inherent in foster care and adoption. Although the 



T«bto 27— Ovtrvltw of U.S. Dtpirtmwi o' :;nef!or, 
ButMu of Indian Affairs (BIA) Educatlonaf Proorama 



• 57day8chools 

• 40 orvreservation boarding schools 

• 6 otf>r68ervatk)n boarding schoots 

• 9 dormitories (to facilitate attendance in public schools) 

ppMvfatf by Mbm with BIA eontmcff 

• 54 day schools 

• 10 on^reservation boarding schools 

• 1 off-reservation boarding school 

• 5 dormitories (to faciiitate attendance in public schools) 

iM9r John9on^'§M§y Act of 1934 
(46 $t9t 596), tfm BIA ptovkh9 fund$: 

For special education for 201.162 trKlian students in public 
schools 

Und$rEduc9^ for AM Hmntkappod Chikfron Act 
(PubHc Law 94^142), tho BIA provMM funda: 

For handicapped Indian students in approximately 25 facilities 

•Flgurw for FY 1987-88. 

SOURCES: 0«v«k)pm«nt AMooatM. "Final Report: Th« Evaluation of th« 
Impact of tha Part A Entrtlttnant Program Fundad Undar Tm 
tV of tha lr>dian Education Act." Arlington. VA 1963; and U.S. 
Dapartmantoftha Intarior. Buraau of Indian Affaira. fhporton 
BIA education: £xc0ti$nc9 in hdmn EducaHon Through 
Bttectv School Proc0s$ (Washington, DC: U.S. Govammanl 
Pnnliog Offioa. 1968). 

ultimate disposition of the cases is not well docu- 
mented, Indian Child Welfare workers are known to 
play a role in identifying abused adolescents in need 
of mental health services, and in attempting to see 
that these needs are met (table 28). However, a lack 
of treatment resources for children and their families 
was among the barriers identified in a 1989 BIA/IHS 
Forum on Child Abuse (362) (table 29). 

The BIA also plays a major role in the law 
enforcement and criminal justice systems in many 
reservation communities. These systems frequently 
encounter mental health-related issues, such as the 
detention and diversion of Indian adolescents in- 
volved with alcohol and substance abuse, and those 
who experience serious emotional disturbance. This 
involvement is likely to increase, as outlined in the 
joint BIA-IHS Organizational Management Action 
Plan (361). 

Tribal Health Programs 

As a consequence of Public Law 93-638, the 
Indian Self-Detemiination and Education Assis- 
tance Act, many tribes have assumed administrative 
control of local health programs, either partially or 
in their entirety. Scopes of work and monitoring are 
negotiated on an individual basis, leading to consid- 



1938, approximaicly 39 pcrccnl of Indian children were m BIA-fundcd boarding schools (359). 
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l^bto 28-Rttponsibliitl«s of 
Ldcai Child Protection Ttams 



Provkkoy^rtight 

• Monitor chid abuM and neglect activities to ensure adequate 
prevenlivo* protective, and corrective services are prcvided 

• Reviewaridtraci(ailchildabuseandneglectcaseswhichhave 
boen referred 

• Inveel^cte cam to determine whether the best interests of 
the children arebe^ met 

• Reviiwcaae plane for their adequacy 

• Maintain confidentiality of information 

• Send local CPT data to area CPT 

FaciWaf e pnrfMm ei mnHe^: 

• Receive chiid abuse and neglect referrals, assign case 
managers to traoK caaee 

• Identify availabie community resources, programs, and serv- 
ices 

• Provide recommendations to various pertinent agencies 

• Promote cooperation, communication, and consistency among 
agenciee 

• Provide a forum for debating what actions would be best to 
promote the weiH)eing of Indian children 

• Respond to Inqulr'ies from the community, area CPT. and other 
Individuals and groups 

ProvMs tBChnleai eee^ence; 

• Develop procedures to provide effective and efficient preven- 
tive, protective and corrective child abuse and neglect services 

• Develop standards to determine which cases are to be 
investigated 

• Provide Information and technical recommendations to ded- 
sionmaking agencies 

• Educate communities about child abuse and neglect problems 
and solutions 

• Identify danger signs which prompt intervention and/or preven- 
tive actions 

• Assist in the development and implementation of plans to 
promote long-term well-being of children and their families 

« Assist in the development and implementation of strategies by 
communities to create environments which provide opportuni- 
ties for community members to lead meaningful, productive. 
self-fulfilling, and rewarding lives 

SOURCE: U.S. D«p«rtm#nt of th« Interior. Off)o» of the Secretary, 
Assistant Secretary. Indian Affairs, and Director, Indtan HeaJth 
Service. Washington. 0C» "Estabttshrnent of Child Protection 
Teams and Mandatory Child Abuse and Neglect Reporting and 
Referral Prooeduree/' memorandum to aJI BIA Area Directors, 
ail BIA Area Education Programs Administrators, and aJI IHS 
Area Directors, signed Apr 2. 1987 

erable variance in reports of program activities and 
services. A recent analysis by the IHS Office of 
Health Program Development (OHPD) provides one 
of the few, albeit limited, overviews available of this 
system of care (344). 

OHPD identified 174 tribal health programs thai 
received substantial IHS funding under Public Law 
93-638 in fiscal year 1985 programs. Eighty-five 
percent (148) of the existing programs completed 
and returned the profiles. Approximately 42 percent 
of the tribal health programs reported providing 
mental health services, but only 3 percent of tribal 
health staff worked in mental health services. 



Tibto 29— terriers lo Eff»cUv9 Child Proltciion 
S^rviCM 



• hM$thproaKMiorv^dlt««Mpr«vontk>narak)wprtor1 

• aloohol/iubttanot abuse pr«ventk)n lacking 

• wor1(«rlkTWitoonsumadfncdsi8manaoenr«^ 

OonwfiH09tfy b$trt$m 

• lack of 9immmM&(M 

• lack of community aducatk)!! 

• prevalontaloohoVdnjgabuso 

• lack of alcohoMnig abuse preventkxVtreatment 

• voice from trM leadership for chikl advocacy missing 

• lack of tredment resources 

• intefferencemtrtMi court proceedings 

Di^ofQiMntnd chUd etaee ntntg^nwH: 

• suspected ceeee are not always reported 

• register and tracking system not in place 

• mutueRy agreed procedures are not established 

• unauthorized r e leese of oonfidentiai information 

• lack of agreement on definitions 

• no tocallnteragency memorandum of agreement 

• tack of communlcatk>n between workers; no team case 
manager not Uentified 

• delayed inve^igations 

• delc^ proeeoittons 

• cases submitted to tribal courts after Federal declination 

• inconsistent and unsympathotk; investigators/prosecutors 

• {nadmissX)le evWence 

« unclear team leadership 

• dysfunctional team 

• uncertain information exchange 

• decisions not dearly documented 

• failuf'e to devek)p and mandate treatment plans for dysfunc- 
tional ramiiies 

• violations of Indian ChiklWidirare Act (ICWA) 

• statlsticat surveillance is inconsistent/cumbersome 
/nedeguefe ehUd protection mrvteee: 

• lack of foster homes (especially Indian/Native) in home 
communities 

• lack of emergency shelter for children 

• unacceptable foster homes 

• ICWA grants are competitive 

• unavailable treatment in home community 

• insufficient staffing due to: lack of funds, unfilled positions, staff 
turnover, staff burnout 

• inadequate staff expertise: lack of appropnate spectalists, lack 
ongoing training programs 

• excessive staff worktoads 

• insufficient mental health treatment resources 

SOURCE U.S Department of the Intenor. Bureau of Indian Affairs, and 
U S Department of Health and Human Servtces. Public Health 
Service. Indian hlealth Service, Nationa' Oversight Committee 
on Child Protection. "Fon/m on Child Protection in Indian 
Country: A Report." unput>li8hed report. April 1969. 

indicating limited provision of such services (table 
30). Ten percent of the tribal health progran^s 
reported that mental health services were not availa- 
ble at all. Programs were not asked about mental 
health services specifically for adolescents, but the 
paucity of mental health staff suggests that adoles- 
cents would not be provided adequate mental health 
care. 
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DM* 30-Ov«rvlMir of Tribal HMlth Programt* 

toCil rf^Mpport WM $206^ million 

• Tftm r«otiv«d anothtr $3i .6 miWon from oltior sources 

• $23.7 nMon from IHS was •trmarfc^d for alooholitm pfogr^^ 

• $2M million from IHS was dedicated to community health 
programa 

^onm of irM conwnunity fmiHh prognm rn providing 
ifMcMc aacyioM; 

• 75*2%: aiooholam 

• 64.7%:druoiyt>uae 

• 50M:aocialaawloea 

• 85.7%: outreach and referral 

• 64.9%: health education 

• 54J%: home health 

• 50.0%: community health nursing 

• 41 .7%: mental health 

M^M^tmt * — 

• Are reported as totally not available by nearly 10% Of programs 

• 22% of the programs provide mental health services through 
IHS 

• 1 0 J2% of the programs provide mental health services through 
contract care 

St9ff (futi4lm 0qul¥9hnf): 

• 13.5% work on alcoholism/substance abuse programs 

• 3.1% work In mental health 

• 2.9% work In social servtee 

*FigurM r^prettnt ••If-ftportng by 148 tnbal health programs, thts 
ripreMnts 85% of all tnbal haalth programs in the Un(t»d States. 

SOURCE: U.S. Depanment of Health and HMman Servtoes. Put>tK: 
Hea^h Service, Health Resources and Services Admintstra* 
tion. Indian Health Service. Office of Health Program Devel- 
opment. "Final Report: Descrptive Analysis of Tnbal Hoalth 
Systems; May 1967. 



Urban Indian Health Programs 

In 1972. the IHS began to fund urban programs 
through its community development branch under 
general authority of the Snyder Act Since then, 42 
different projects have received financial support 
from IHS. The Indian Health Care Improvement Act 
of 1976 authorized urban Indian organizations to 
contract with IHS to operate health centers and to 
mcrease Indian access to public assistance pro- 
grams. There are currently 3S urban Indian health 
programs that encompass 40 urban areas in 20 
Stales. A recent study by the American Indian 
Health Care Association (AIHCA) (II) provides 
insight into the nature and scope of these programs, 
although the data are not specific to adolescents 
(table 31). 

Urban Indian health projects are different from 
IHS reservation-based clinics in their emphasis on 
mcreasing access to existing services funded * 
other public and private sources rather than provid- 



ing or paymg for services directly, Hov^^ever, their 
single largest source of funding is the IHS Urban 
Indian Health Program. This source of funding is 
followed by sonie IHS funding for categorical 
services such as alcohol and substance abuse serv- 
ices. Urban Indian health prognuns have hot^been 
eligible for mental health funding thrcHJgh JUS, 
however, because such funds are used only to 
provide mental health services to Indians remaining 
on or near reservations. This creates a problem for 
the large percentage (estimated to be about 50 
percent [322,355]) of American Indians who live in 
cities, as they have severely limited access to 
culturally specific mental health services. 

Many smaller urban Indian health programs cffer 
mental health services as part of primarj* medical 
care; mental health problems that cannot be man- 
aged by the primary care provider are referred to 
outside resources. Other urban programs receive 
categorical funding for substance abuse or child 
welfare problems, and address mental health prob- 
lems within the context of these services. Still other, 
larger urban programs are able to provide a range of 
onsite mental health services With ftmds received 
through such sources as mental heiiUh Block Grants 
and community mental health center fiinds. On 
average, expenditures for mental health services 
represent about 3.8 percent (S6(X),000 per year) of all 
ambulatory health services provided by urban Indian 
health programs. 

As is evident in :able 31, the mental health 
counseling needs tliat urban Indians present are not 
those which respond to short-term, crisis-oriented 
counseling. Among these needs are child abuse and 
child behavioral problems. Each of the 35 urban 
Indian health programs surveyed by AIHCA identi- 
fied mental health needs among their client popula- 
tions that could not be addressed for lack of staff* 
funding, and referral sources. Between 1985 to 1987, 
the total number of onsite mental health providers 
ranged from 15 to 20 for all urban programs, 
representing less than 4 percent of the entire staff. 
During this period the average number of users per 
full-time provider more than doubled, and the 
number of visits per provider also increased. Several 
of the respondents in the AIHCA study reported that 
available services are of poor quality and that 
waiting^riods for services are excessively long. 
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Tabit 31— Overview of Urban In^'an Mantal Haalth Programs 



• Have remamed at about 4% ($600,000 per year) 

• ExpencStures were up in 1986 due to one-tirro 
grants to three programs 

• Per person expenditures declined by almost 
50% from 1985 to' 1987 

• Per visit expenditure dedir^ about 10% in 
that same period 

Umg0 of imnu^ hmith mrvfe^. 

• Ranged from a low of about 10.000 contacts ill 
FY 1985 to a high of atx)ut 22,000 in FY 1984 

• in 1987, therewere 12,000 mental health 
encounters 

• FoUow-up dedined from 6^ per user in 1985 
to 3.8 per user in 1937 

• WhUe usage was up dramaticaily, funding and 
staff did not increase; this may explain the 
dedtne in foliowHJp visits 

mnt9i fmlth mnricm offered 
(In d9& CM ding oid$r of fnqu^ncy): 

• Referral to outside agencies (most frequent) 
« Drug and alcohol abuse services 

• Ch9d counseling 

• Community outreach 

• Marital counseling 

• Domestic abuse counseling 

• Various group counseling services 

• Group support 

• Psychological testing 

• Family counseling 

• Crisis intervention 



mntol hooHh probhmM oncounterod, 
in doocooding Ofdor of froquoncy: 

• Drug arxJ aloohd abuse 

• Cultural adjustment issues 

• Family problems and dysfunction 

• Child s^xjse. depression, 
and self-esteem 

• Domestic violence 

• Spot^ violence 

• Poverty 

• Anxiety 

• Child behavioral problems 

• Suicidal tendenoes 

• Unemptoyment 

• Stress 

• Grief 

• Racism 



Staff (in dosconding order of frequency): 

• M.S.W. social wori^ers 

• Drug and a<cohoi counselors 

• B.S.W. social workers 

• M.S. psychologists 

• M.S. counselors 

• Ph.D. psychologists 

• Psychiatrists 

• Prevention spectaltsts 

• Indian Child Welfare counselors 

• Interns 



SOURCE. Amencan Indian Heanh Care Association, Mentai Healih Senncas Oolivery Urt>ar. Indian Programs. St Paui. MN. 1988 



State and Local Service Agencies 

Very little information exists about the extent to 
which such local agencies as community mental 
health centers and State psychiatric facilities ser\e 
Indian communities. It seems fair to assume that 
numerous Indian people obtain care from these 
settings, especially in urban communities. However, 
the diverse points of entry into this system — e.g.. 
State hospitals, day treatment centers. Social Secu- 
rity Administration, the criminal justice system, 
detoxification facilities, and vocational rehabilita- 
tion centers — yield a confusing and often unman- 
ageable set of service use data. For example, in the 
State of Oregon alone, there are over 30 service 
agencies that potentially may see emotionally dis- 
turbed Indians ^244). A recent survey by Denver 
Indian Health and Family Services, Inc., an urban 
Indian health program, revealed that 71 municipal, 
county. State, and priv.ate agencies offered mental 
health services within th^ immediate metropolitan 
area (75). Less than 40 percent of these agencies' 
patient information systems track ethnicity^ al- 

er|c 



though virtually all of them (91 peixent) answered 
affirmatively when asked if they could recall having 
had an Indian patient in care dunng the month prior 
to the survey. This is not. of course, an indication of 
the extent of care available to Indian^ from non-IHS 
agencies. 

Though established in pan for the purpose of 
reaching high-risk minority populations, community 
mental health centers (CMHCs> tend to underserve 
them (386). This occurs even in catchment areas that 
have significant numbers of non White residents. 
American Ind'^ns, in particular, appeju* to use these 
facilities far less frequently than ether segments of 
the American population (302,303,381). Sue (302), 
in a 3-year survey of P community mental health 
centers in Seattle, Washington, reported that 55 
percent of the Indian patients seen were highly 
unlikely to return after the initial contact. This was 
a much more significant non return rate than that 
observed for Black, Asian, Hispanic, or While 
patients. Information specific to adolescents is not 
available. 
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MENTAL HEALTH TREATMENT 
SETTINGS AND SERVICES AS 
ADAPTED TO AND BY 
AMERICAN INDIANS 

Treatment Settings 

There is a consensus that a well-integrated, 
community-based continuum of services could im- 
prove the mental health of children and adolescents 
(301323). This consensus applies as well to Indian 
and Native communities. An array of treatment 
settings is needed to promote more rapid movement 
to less restrictive environments and to decrease 
reliance on more expensive forms of treatment 
Graduated, transitional aftercare programs in the 
community can sustain and enhance therapeutic 
improvement 

In discussing the array of treatment settings, 
however, it is important to distinguish between the 
needs of the community as a whole and each 
individual. Communities may require the full array 
of treatment settings in order to meet the diverse 
needs of individual adolescents. Only the most 
disturbed individuals will require the full array of 
treatment settings, from psychiatric hospitalization 
to aftercare services. If treatment is effective and 
made available in time, less restrictive alternatives 
such as outpatient care may be sufficient, although 
they may be required on a continuing basis. A 
general principle of mental health care, especially 
for children and adolescents, is that it be provided in 
the least restrictive setting (323). 

From the community perspective, and sometimes 
from the perspective of the individual, a continuum 
of settings includes, at a minimum, inpatiei.i. treat- 
ment in a psychiatric hospital, a residential treatment 
center, a partial hospital program, aud an outpatient 
service. Conceived more broadly, the continuum 
encompasses a wider range of services, especially 
those involving child welfare, such as therapeutic 
foster and group homes and home-based interven- 
tions. Other possibilities include structured recrea- 
tional activities, before- and after-school programs, 
case management and respite programs.'"* 

Each element in the continuum performs a special 
function and employs different admission criteria. 
For example, typically psychiatrists and nurses in 

»<F6r more detail, sec U.S. Congress, OTA (323) 



psychiatric hospitals diagnosis and treat patients 
who are extremely disturbed and require intensive 
mental health intervention. Hospitalized patients 
often attempt^ threaten, or contemplate suicidal or 
assauldve behaviors, although adolescents may be 
hospitalized for much less serious disturbances (e.g., 
running away from home, experimentation with 
drugs). Hospitalized patients may also suffer from 
severe cognidve, behavioral, and/or affective disor- 
ders that preclude independent fimcdoning in the 
home, school, or community. The psychiatric hospi- 
tal can provide specialized diagnostic services, 
facilitate the stabilizadon of medication regimens, 
and introduce therapeutic leverages that are lacking 
in less restrictive settings. 

Residential treatment centers also provide 24- 
hour supervision, but usually serve more chronic 
patients who are either less severely disturbed or 
already stabilized in thdr treatment Limited psychi- 
atric or nursing care is available; neither close 
observation nor individualized care are typical. 
Patients are not actively 3uicidal or homicidal, 
though the potential may exist. They generally do 
not pose a sigiuficant danger to themselves or to 
others. 

Partial hospitals offer special schooling and a 
structured, intensive, therapeutic milieu to patients 
who are able to live at home Such settings are not 
designed to manage assau e or suicidal adoles- 
cents, or those who may need seclusion or restraint. 
Families or guardians are expected to support the 
child's treatment and provide uansportation on a 
daily basis. 

Outpatient care enables children to remain in or 
return to their families, schools, and communities 
while continuing to progress or maintaining gains 
achieved through other therapeutic settings. Outpa- 
tient care can be provided in publicly funded clinics, 
the offices of private practitioners, and in compre- 
hensive, youth service centers (e.g., 73). 

For adolescents, a recent innovation has been to 
provide mental health services in or immediately 
adjacent to schools, thus making the services more 
immediately available and accessible (59,90,227). 
Because of limited funding and the wide range of 
services that schooMmked youth services centers 
attempt to maintain, the mental health services 
available are often limited. However, when pro- 
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vided, ihey have proven to be one of the most 
sought-after of the school -linked health services, 
and through them, schools have uncovered numer- 
ous mental health problems that previously had gone 
undetected. 

A comprehensive continuum of care also aug- 
ments more traditional mental health programs 
through ancillary services. Therapeutic foster homes 
are operated by specially trained and clinically 
supported couples who serve in parental roles for 
several foster children. Such homes offer a highly 
structured living environment that is well suited for 
younger children whose major needs include stabil- 
ity , security, and nurturance. 

Therapeutic group homes are better suited for 
older adolescents. They live together with perhaps 
10 to 12 peers and a trained couple, who function as 
adult role models and staff. Like therapeutic fosi^"; 
homes, group homes provide a living environment 
that falls somewhere between institutional and 
family care. Both foster homes and group homes 
may serve as the child's or adolescent's primary 
form of treatment, or may work in tandem with 
panial hospitalization or outpatient care 

Home-ba:>ed interventions introduce treatment 
directly into the family setting. Generally suppor- 
tive, directive, and practically oriented, home-based 
AHterventions are usually indicated for highly dibor- 
gdnized, hard-to-reach families who will not partici- 
pate in office-based therapies. Home-ba^ed inter- 
ventions may be used alone or in concert \\ith other 
elements of the continuum. 

Although the continuum of tare just described is 
the ideal, the general paucity of treatment options for 
Indian children hab been a recurrent theme over the 
last two decades. Schools and social service pro 
grams seem to play more prominent roles than kh 
non-Indian communities but the major setting for 
treatment is clinic -based outpatient care. Innovative 
home-based and group home interventions are much 
less common, but itill in evidence (276). Intensive 
care in residential treatment centers and panial as 
well as full psychiaaic hospitalization is almost 
nonexistent. Such intensive ^mc requires the mobih 
zation of extremely scarce resouues, poses signifi 
cant transportation problems, and almost always 
removes the child or adolescent entirely from 
family, community, and the other supports. 



An equally serious problem in these communities 
IS the fragmented and discontinuous nature of care 
within and across treatment sellings, regardless of 
their scope. In part, this lack of coordination springs 
from the rural, isolated environments typically 
associated with Indian communities. However, dis- 
ciplinary, institutional, and jurisdictional barriers 
may pose even greater barriers. Within the IHS, for 
example, collaboration between mental health and 
alcohol programs is rare, because of different 
perceptions of illness and competing philosophies of 
care. Well-coordinated efforts among IHS, BIA, and 
tribal agencies are also the exception. Interagency 
rivahies, differing views of accountability, different 
eligibility requirements, and incompatible program 
goals often undermine necessary working relation- 
ships. Mistaken assumptions about jurisdiction and 
governmental obligations impede i^ady access to 
the treatment settings. Perhaps one of the toughest 
challenges that faces any attempt to develop a 
coordinated continuum of care is to blend and 
coordinate community resources and talents with 
those of the mainstream systems of care provided 
directly by IHS and other agencies. None can stand 
alone in meeting the mental health needs of Indian 
children; together, they hold considerable promise 
for maximizing the impact of the available care. 

Therapeutic Interventions 

A wide array of types of therapeutic interventions 
is in use in American Indian and Alaska Native 
communities today. In planning for a broadly based 
mental health program, it ^.ay be helpful to under- 
stand the major categories approaches to therapy, 
some typical forms of c :h, and their relative 
strengths and liabilities. L. .rtunately, despite in- 
creasing efforts to offer muc. .iCeded care to Indian 
youth, very little is known about the availability or 
effectiveness of these services. Systematic evalua- 
Uon is virtually nonexistent, even careful description 
of content, form, and related aspects of process is 
rare. In order to get a sense of the range of therapies 
being used m Indian communities, OTA searched 
the social, behavioral, and health sciences literature, 
including fugitive documents such as program 
reports and organizauonal newsletters. Descrii^.ive 
information obtained from these sources is included 
in the following discussion. A more general treat- 
ment of these therapeutic interventions can be found 
in the reviews by the U.S. Congress, Office of 
Technology Assessment (323) and the Institute of 
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Medicine (144).*^ Where the effectiveness of spe 
cific treatments has been evaluated, it is noted in the 
discussion. 

Psychopharmacology 

In their comprehensive review of recent devel 
opments in psychopharmacology for children and 
adolescents. Campbell and Spencer (54) concluded 
that many questions remain unanswered in regard to 
the efficacy and safety of numerous medication: 
(also see 144»323). Much work needs to be done with 
respect to optimal drug choices for treating such 
illnesses as schizophrenia and depression. Nonethe- 
less, psychopharmacological forms of intervention 
are being employed with increasing frequency 
among adolescents in the non-Indian population. 
Though potentially beneficial, the use of medica- 
tions with Indian adolescents deserves close study 
especially since Indian patients taking psychotropic 
drugs frequently receive their prescriptions froiii 
primary care physicians and often are not seen by 
mental health and/or social service providers (124). 
Medication is most effective when taken in the 
context of a psychotherapeutic relationship (323). 

Individual Psychotherapy 

If any single therapeutic modality can be said to 
be the mainstay of mental health treatment, it is 
psychotherapy. The relationship between a therapist 
and chent or patient is the best known means of 
treating mental health problems, although there is a 
great diversity in the approaches psychotherapists 
use. These include psychoanalytic, behavior and 
learning theory-based approaches, and supportive 
and cHent-centered approaches. A great variety of 
approaches or schools of psychotherapy can be 
fo'and in Indian and Native communities.*^ 

Psychoanalytic Therapy — Devereux's descnp- 
tion i77.78) of his work with Plains Indians, though 
datea, remains the most significant discussion of tl.s 
psychoanalytic approach to individual psychother 
apy although it was not specific to adolescents. He 
focused on issues pertaining to transference, to 



dreams and visions, and to therapeutic objectives. 
Devereux recalled examples of each of these issues 
ftx)ni his own practice and demonstrated how the 
correct interpretation of. as well as the response to, 
transference behavior among Plains Indians requires 
an understanding of their familial roles and patterns 
of social interaction. Boyer (45). Jilek-Aall (149). 
Duran (91), and others have written more recently 
about various aspects of psychoanalysis with Ameri- 
can Indian patients, sometimes adolescents, but they 
do not approach Devereux's description and expla- 
nation of the inherent therapeutic dynamics. 

Psychoanalytic thought has given rise to a number 
of other schools and techniques of psychotherapy, 
including transactional analysis, gestalt therapy, and 
existential therapy. These approaches are practiced, 
usually infrequently, in Indian communities. None, 
unfortunately, has occasioned any written accounts 
of their application with Indian adolescents or 
adults. 

Behavioral and Learning Therapies — ^Several 
well-known interventions with Indian adolescents 
have been based on behavior modification. Gold- 
stein (114) described a program implemented in a 
BIA boarding school that employed domiitory 
counselors to reshape problems of student living 
using reward, mild punishment, desensitization. 
discrimination learning, and extinction techniques. 
His experience underscored the need to understand 
culturally meaningful contingencies and to draw on 
natural reinforcers that are specific to the social 
ecology. Galloway and Mickelson (110) reported 
another school-based program that sought to modify 
North Carohna Indian children's ''passive resis- 
tance to adults, withdrawal in the face of threat, and 
peer orientation with a subsequent lack of attention 
to adults" (p. 150). They recognized that such 
behaviors are deeply rooted in the cultural rearing of 
the children, but argued that their academic success 
depends on the ability to act in accordance with 
mainstream classroom expectations. The highly 
structured intervention, which used material and 



'^Thcsc sourtcs do noi sq>aratc thiidrcn » services from adolc^nis services The L S. Congress, Office of Technology Assessment, will be 
addressing menial hcaltn services specifically for adolescents m its forthcoming full report on adolescent health 

'*Therc is wide divcrsu> of opinion aboui ihc effectiveness and fandar:.v.«uti charactcnsiics of psychotherapy A dccaac ago, studies appeared lo 
demonstrate thai the process of psychotherapy depended nui on ihe learning and formal training of the therapist, bui personal characteristics such 
as genuineness, warmth, and err.pdihy < i 7Z> Thcrapcauc oncnution seemed lu make no discernible difference in ihc ovciail course of ireaimeni. Indeed, 
studies of the ume supported the coniention dial formal aaining m^'rrs hulc or no difference to therapeutic outcome, and ^hai untramcd people with 
warmth, genuineness, and empathy produce, overall, a^ good or better results than trained therapists The last decade has modu.ed these conclusions, 
a number of psychotherapeutic imervcnuonj* have been shown to be effective for specific problems ^323.3?4>. Howcvei, considerable work remains to 
be done on the effecuveness uf individual psychotherapy w»th adolescenid ^ i44,323> Almost no systemaiic icscarch has been done on the effectiveness 
of individual psychotherapy with Indian adolescents 
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social reinforcements, exunguished the undesirable 
behaviors and gave rise to behaviors valued by the 
teachers. The authors, however, highlighted another 
major issue that may arise in using behavioral 
therapies with Indian adolescents. They found rea- 
son to be concerned that such changes may extend 
beyond the situations for which they were originally 
intended, thereby engendering conflict in other 
social arenas such as families and communities. 

Thus, there are potential disadvantages, as well as 
advantages, to using behavioral and learning theory- 
based therapies with Indian youth. Behavioral thera- 
pies tend to pay little attention to internal states or 
feelings, usually require a high level of motivation 
and activity, and are seldom satisfying intellectually 
Consequently, some clinicians report that such 
behavioral techniques meet marked resistance with 
many Indian patients who hold strong cultural 
beliefs that will and intellect can master mood and 
behavior. For these reasons, cognitively based 
therapies tend to be more easily accepted by Indian 
adolescents. The relatively new school of cognitive 
therapy (see ref. 323), for example, assumes that 
internal thought models about people, relationships, 
and events give rise to actions and feelings. The 
therapist and the patient attempt to develop new 
ways of conceptualizing events and relationships in 
order to counteract cognitive models that lead to 
maladaptive thought and behavior. 

Supportive and Client-Centered Psychotherapy — 
Supportive and client-centered therapies are linked 
more by their use in the field then by their 
ideological roots. Supportive psychotherapy evolved 
in the context of tlie psychoanalytic movement, as a 
vehicle for caring for patients too ill or incapable of 
forming the relationships necessary for psychoana- 
lytic or insight-oriented psychotherapy. Client- 
centered psychotherapy, in contrast, was developed 
by Carl Rogers, a psychologist, as a reaction to the 
**medical model*' of mental health espoused by 
behaviorists, psychoanalysts, and some psychiatrists 
(130). 

Supportive and client-centered techniques tend to 
merge in practice. Supportive psychotherapy is not 
intended to produce change in the patient through 
the therapist. Instead, the objective is to make the 
patient feel better about him-or herself, and to 
provide gentle help and advice about activities of 
daily living. The therapist assists the patient's return 
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to a prior functional level, and helps him or her to 
learn to tolerate difficult situations. 

Client-centered or **Rogerian" therapy is predi- 
cated more explicitly on the relationship between the 
client and the therapist. Unlike psychoanalytic 
psychotherapy, the aim is for the patient to experi- 
ence the therapist as a genuine, accurately empathic, 
caring person, who reflects the patient back to 
him-or herself. Rogerian therapy is built around a 
number of concrete interviewing techniques that 
aim St all trained therapists learn at some point. 

Taken together, these two forms of therapy are 
often employed by beginning therapists and those 
who practice in difficult and uncertain situations. 
Those most likely to respond to supportive and 
client-centered therapies typically are at risk for 
deterioration as the resuh of more severe illnesses, 
or suffer from situational problems and normal grief. 

Clinical observation suggests that supportive and 
client-centered therapies are probably the most 
common of all the different techniques in use in 
Indian mental health programs. An overwhelming 
number of yourg Indian people experience situa- 
tional problems and grief Consequently, these 
techniques may be iiitiallj appropriate for most of 
them who are seen in Indian mental health programs. 
In addition, relatively little training is required to 
provide either type of intervention. However, sup- 
portive therapies by themselves may be ineffective 
for some patients, and some clinicians believe that 
political safety may be one of the more disconcerting 
reasons for the popularity of these therapies in Indian 
communities. In some other therapies, a patient may 
become angry with his or her therapist as a normal 
part of the therapeutic process. The supportive 
therapist is not required to do anything that might 
endanger his or her standing in the clinic or in the 
conimunity. 

Group Psychotherapies 

As Edwards and Edwards (93) noted, the use of 
group therapy is growing in programs that serve 
Indians and Natives, as it is in many public mental 
health settings. One explanation of this trend is that 
It is an outgrowth of the natural emphasis on groups 
in the social ecology of most Indian cc mmunities. 
Another explanation is the low cojt of group 
psychotherapy compared to individual psycho- 
therapy. 

r>9 
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This relatively new movement contrasts sharply 
w'th prior assertions that group psychotherapy is 
inapplicable with American Indians and Alaska 
Natives. These assertions stemmed from three as- 
sumptions. First, Indians have been stereotyped as 
being stoic and silent. Second, it was presumed that 
an unspoken solidarity among Indians would pre- 
clude the involvement of non-Indians as either 
fellow patients or group leaders. Third, it was 
believed that Indians' social norms, which disap- 
prove of setting oneself apart from others, would 
repress the therapeutic expression of fear, weak- 
nesses, or problems. An increasing number of 
examples of the apparently successful adaptation of 
group approaches in the treatment of young Indian 
and Native patients suggests otherwise. As with 
other forms of mental health treatment for Indian 
adolescents, group psychotherapies have not been 
systematically evaluated. It may be importanc to 
note that most of these group psychotherapy de- 
scribed here is not group psychotherapy in the 
traditional sense, but consists more of support and 
self-help groups. 

Single Issue Groups — Probably the most com- 
mon form of group therapy in Indian communities is 
the support group organized around a single issue or 
topic. The ibnnat is often mixed, incorporating 
lectures on various aspects of the primary topic, 
testimonials, and support for troubled members. The 
group provides a context for mutual help and 
protection even outside of formal meetings, a 
tendency that is often discouraged in non-Indian 
therapy techniques. This model is one of the .nost 
rapidly growing therapeutic movements in Indian 
mental health today, and assumes a variety of forms 
in these communities. 

A large number of single-issue support groups 
currently focus on parent-child relationships (table 
32). Adolescent parents and parents of adolescents 
can participate in the more genenc groups (193), but 
few groups are focused specifically on adolescents, 
either as parents (except see Salt River Pima- 
Maricopa) or children (except see United Tribes 
Educational Technical program tor parents of stu- 
dents at tribal boarding school). 

There are also therapeutic groups organized 
around specific problems such as sexually abused 
adolescents, rather than general psychosocial issues. 
Ashby, Gilchrist, and Miramontez (13) chronicled 
the development of a therapeutic group for Indian 



females who were experiencing problems of self- 
esteem and difficulties in relating to peers and/or 
adults. Wolman (385) described and analyzed the 
interpersonal dynamics of group therapy with late 
adolescent and young adult male and female Navajo 
alcoholics at a treatment ward in the Gallup (New 
Mexico) Indian Hospital. Merrill (224) systemati- 
cally tested the effects of group therapy with Indian 
teenagers who exhibited significant symptoms of 
depression, anxiety, and substance abuse. Other 
popular types of support groups can be found in 
school settings and involve Indian youth at risk for 
a range of mental health problems (see table 33). 

Currently the greatest impetus for single-issue 
groups among American Indians and Alaska Natives 
stems from the rapid growth of alcoholism pro- 
grams. Anecdotal observations attest to the value 
and utility of these techniques. Systematic outcome 
research to determine the neture and extent of their 
efficacy has yet to be conuucted and very few of 
them have been extended to Indian adolescents. 

Self-Help Groups 

Unlike other mental health interventions, self- 
help groups do not use a therapist. Rather, the group 
ii organized and directed by its members, often 
helped mitidll^ hy someone wiih a mental health 
background. Group members generate their own 
therapeutic movement and support, usually accord- 
ing to a set of known rules or principles. Self-help 
groups of many sorts operate m Indian communities 
around a wide variety of problems. Sexual abuse 
victims, children of severely mentally ill parents, 
and surviving relatives of suicide victims are among 
the most frequent types of local self-help groups. 
The Navajo Nation supports peer self-help groups 
which include uibal youth aged 12 to 25 many of 
whom have histories of abuse and/or neglect. The 
purpose of groups is to enhance the participants' 
self-esteem and to help them to feel more confident, 
but these groups have not been evaluated. 

Family Involvement in Therapy 

Family therapy is common in non-Indian men 
tal health programs. It is a way to help disruptive 
families and thus their adolescent children or to help 
adolescents or their own families. However, family 
therapy is not nearly as common in Indian communi- 
ties (15,101 ,136). Clinicians have observed that it is 
difficult to obtain the participauon of all relevant 
family members or couples in the treatment process. 
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Tbbl^ 32— Single Issuo Groups for Parent-Child Ralatlonshlps 



Tribe/agency 



Program 



Participants 



Focus 



Format 



Salt River Pima-Maricopa Taenage Parents 
Support Group 



Yavapai Prescott 

Coloracto River Indian 
Tribes 

Fort McDowell Mohave/ 
Apache 



Pima/Mancopa 



Shasta County Schools 



Cock inlet Native 
Association 

Fort McDowell Mohave/ 
Apache 

Michigan Indian Child 
Welfare Agency 

Minnesota Soutx 



Parenting Education 
Parental Support 



Parenting Skills (Two- 
part program) 



Teen parents and 
signifk^ant relatives 



Parents and chikJren 
Parents 

Parents 



Parents Are Teachers Mothers and children 



Chiki Care Referral and Parents 
Education 



Parents in Need of 
Spedal Servk^s (Two- 
part program) 
Titie It Chikj Welfare 
Program 

Intensive Parent Me 
Program 

Group Parent Training 
Program 



Parents 



Parents 



Parents and foster care 
parents 

Parents 



Phoenix Indian Cenior Parent Support Groups Parents 



Red Cliff Band Lake 
Superior Chippewa 

Shoshone-Bannock 



Parent Trainj.Tg Program Parents 



Parental Training f 01 Pre- Parents 
school Chikjren 



United Tribes Educational Parent Effectiveness 



Technical 

Urt}an Indian Child 

Resource Center 

Vern Jackson Receiving 
Home: Warm Springs 



Training (PET) 
Positive Parenting 

Basic and Advanced 
Parenting Skills 



Parents of students at 
Tribal boarding school 

Parents 
Parents 



Welt being of teen 
parents and their children 



Non-abusive chikl 
behavior management 

Family management, 
parenting, job-search 
skills, goal developmont 
Part One: Home/ 
Behavior Management 
Part Two: Parenting skills 
training 

Self-reliant nx>thers 
t>eing a positive force in 
chikjren's lives 

Parental control and 
involvement in schools 

Decrease parental 
neglect and sibuse 

Recognition and 
reduction of child 
behavior problems 

Promote family stability 
and bask: parent 
education 
Parenting skills 



Parenting skills 



Parenting skills 



Chilr development and 
behavior modification 



Parenting skills 

Parental communication 

Culturally relevant 
parenting skills 



Individual/group 
counseling and group 
activities; parent 
instruction 

Behavior management; 
Self-esteem/actualization 

Support groups and 
parent akjes 

In-home parent akles and 
classroom instruction 



Twelve-weak trainirg that 
both nx)thers and 
chlkiren attend 

In -home outreach 
workers and support 
groups 

in-home family aices and 
weekly group meetings 

Six-week course and 
monthly community 
education meetings 

Parent aides and support 
groups 

"Systematk; Teaching of 
Effective Parenting!" 
(STEP) 

Weekly sessions 
incorporating traditional 
values 

Support groups using 
local tribal members as 
facilitators 

In-hcme and group 
meetings dealing with 
social and traditional 
values 

Twenty hour/twelve 
week group training 
Two hour/six'week group 
sessions 

Eight- and six-week 
group sessions 



SOURCE* OftK» of Technology Assessment. 1990 



especially adult men. Yet, as summarized in table 
34, at least five programs have adapted such 
techniques to local Indian families as part of their 
services to families at risk. Two of the programs 
focus on troubled adolescents (Warm Springs, 
Navajo Area Office), but none of the programs have 
been evaluated for their effectiveness, 
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Network Therapy and Related Techniques 

Atmeave (14) v^as the first to suggest that 
therapy with American Indians and Alaska Natives 
ought logically to proceed within the context of the 
extended family. The family and kin relationships of 
Indians and Natives represent thei^ most potent and 
lasting socializing influence (257,281). 
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Table 33— Single Issue Groups for Indian Youth at Risk 



Tribe/agency Program Participants Focus Format 

Indian High School Support for teen girls at Pregnant adolescents Child care/parenting with Classes/experience In 

t^sk parent and roles day care, eta 

Various Counseling 'or children ai 4th. 5th, and 6th graders Dealing with feelings of Individual and group 

nsl^ from dysfunctional abandonment counseling 

aicGhollc families 

Tohono O'odham Reservation school group Potential school dropouts Decrease arrests, school Paid to participate In 

therapy program absences, and dropouts group therapy 

Navajo. Zuni. Oglala Sioux, Foster grandparents Tribal elders and needy, Retention of culture Individual and group 

Great Laices Inter-Tribal troubled, disturbed, and instruction In native 

Councti disabled Indian youth songs, dance, crafts, and 

custonf)s 



SOURCE: Office of Technology Assessment. 1 990 

Network therapy is useful in precisely the kind of 
complex social networks that exist among the 
agencies and extended families that occur in Indian/ 
Native communities. It is particularly appropriate 
for troubled, multiple problem families. 

Several recent efforts to ^ply family-network 
intervention with American Indians stand out. One, 
described by John Red Horse (258), involved 
mobilizing the extended families of Indians in crisis 
to assist in problem-recognition and problem- 
solving, to work through role conflicts, and to 
provide a collective form of therapeutic support. 
Other examples of the application of family-network 
intervention with American Indians can be found in 
Yvonne Red Horse's work (259) v/ith young, 
pregnant, unmarried Indian adolescents. Neither of 
these programs have been evaluated. The difficulties 
with this form of intervention include expense 
arising fix)m the number of professionals that it takes 
to accomplish the therapy and the fact that few 
therapists are trained in this technique. 

Recreational and Outdoor Therapy 

Recreational and outdoor therapy provide good 
opp*:^rtunities for older children and adolescents to 
confront relationship issues with their peers, to 
master new and unfamiliar situations, and to estab 
lish consuiictive relationships. Recreational therap> 
is practiced in a variety of ways. 

One distinction is between competitive and non- 
competitive forms of recreation. Competitive sports 
teach some lessons about adulthood and the need to 
work cooperatively with others. However, unless 
great care is taken, competitive sports can tend to 
diminish the self-esteem of children and adolescents 
who are uncoordinated, or who are inept at acquiring 
group membership. Noncompetitive sports and out 
door programs offer several therapeutic advantages 
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over competitive activities. By challenging one's 
self or nature, the adolescent learns valuable lessons 
about personal mastery and self-efficacy. 

Examples of both competitive and noncompeti- 
tive recreational therapy are numerous in Indian 
communities (30). There is little evidence* however, 
to document the outcomes of these forms of ther^y. 
Generally, recreational and outdoor therapies are 
nonspecific in their effects and are not central to the 
treatment of seriously emotionally and mentally ill 
adolescents. Such programs can, when used improp- 
erly, exacerbate an adolescent's problems and may 
provide the greatest benefit to those least in need 
(297). However, in the context of an overall treat- 
ment plan there- may be a place for them to improve 
the functioning of children and adolescents, and as 
a tool for promoting physical health. 

Traditional Indian Therapeutic Interventions 

Many traditional Indian and Nadve healing 
practices are gradually being incorporated into 
contemporary approaches to mental heith treatment 
of Indian adolescents (81). Indeed, there is increas- 
ing collaboration between health care providers and 
traditional healers. However, this collaboration has 
not beei. without the kinds of problems that one 
would exj)ect from any cross-disciplinary effort 
(189). Several traditional therapeutic strategies have 
received considerable attention and invited attempts 
at integration into approaches to intervention with 
Indian adolescents: the four circles, the talking 
circle, and ±z s'.veat lodge (196). 

The four circles refers to a symbolic process that 
uses a series of concentric circles to visualize and 
analyze the significant relationships in one's life. 
This approach is commonly used in counseling 
troubled youth among Northern Plains communities. 
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Tabl« 34— Family Involvamant In Therapy 



Tr^agency 



Program 



Participants 



Focus 



Format 



Minneapolis Indian 
Health Board 



Family Mental 
Health Program 



Yakima 



Nak-nu-we-sha 



Warm Springs Whipper Man 

Confederated Trt>es 



Salt Rtver 
Pima/Maricopa 



Family Support 
Program 



Navajo Area OfficQ, 
Indian Health Service 



Traditk>nal eWers; 
representatives of maior 
tribes: families in crisis 



Prevent breakup of families by 
Child Protective Servfces 



Indian paraprofessionals» 
abused chiklren and their 
families 



Troubled children and 
adolescents 



Parents from community 
acting as parent 
advocates 

Depressed Navajo 
adolescents and their 
extended families 



End inappropriate removal of 
abused chikiren from their 
kinship system; halt adoption 
of chiUren off the reservation; 
Increase community 
awareness of child abuse/ 
neglect; devek)p positive 
alternatives to abuse/neglect 

Reduce adolescent jail time; 
reduce off<reservatk>n referral 
for foster care 



Family crisis intervention. 
ProvUing culturally 
appropriate rde models to 
families 

Treatment of depression and 
family dynamics 



Rituals, cereoKXiles, 
traditional heaUng practices. 
POW WOWs; routine crisis 
counseling/case 
n^anagement; use of extended 
family for chM placement; 
comprehensive network 
review model 

Foster car6» medk:al 
counseling and receiving 
home servtoes;ca8e 
management; coordlnatkxi of 
community resDuroes and 
services wHh focus on the 
family. Intensive casework and 
advocacy services 

Trft)ally operated Qroup home; 
short' and k>ng-term 
placement counseling; 
intensive outreach farnily 
counseling; out patient 
followup and case 
management 

During crisis, advocates spend 
time in homes of in^need 
families, doing counseling and 
assessnoent 

Weaving together of 
traditional. Navajo medicine 
with typical therapeutic tasks 
of family-based Interventions 



SOURCE. Offioe of Tectinology Assossnrtant, 1990 



The talking circle is a unique form of group 
therapy and is a part of many Indian treatment 
programs. For example, in 1984, the Phoenix Indian 
Center began to use talking circles to help urban 
Indian families cope with child abuse and neglect 
(128). Between 1984 and 1988, more than 5,000 
persons participated in the Indian Center's circles, 
and demand increases steadily. Other well-known 
examples include the Seattle Indian Health Board's 
program for street youth and the Native American 
Rehabilitation Association's youth alcoholism treat- 
ment program in Portland, Oregon. 

The sweat lodge, best likened to a sauna that 
combines individual prayer and group therapy, has 
been incorporated into a number of IHS alcoholism 
and mental health treatment programs (127). 

The IHS has not fared well in past efforts to admit 
traditional Indian psychotherapeutic interventions 
mto its daily operations. Thus, such interventions are 
more characterisuc of tribal programs contracted 
through the 638 mechanism. 



Approaches Integrating Traditional and 
Western Techniques 

A relatively new and apparently promising 
approach to improving the ir^ntal health of Indian 
adolescents (and Indian adults) is to combine both 
western-style professional mental health care with 
traditional Indian approaches. Written materials, 
although no rigorous evaluations, are available 
concerning programs implemented on the Salish- 
Kootenai Indian Reservation in western Montana 
(62,100,101). Three components distinguish the 
Salish-Kootenai approach: 

• a strong clinical component using mainstream 
mental health care providers; 

• a cultural program using tribal elders, meetings 
in long-houses, and a cultural specialist; and 

• coordination with other community programs 
(62). 

In an earlier youth-specific component of the 
progr:?m, yuung Indians chosen from the local 
mental health program participated in a class organ- 
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ized around cultural activities such as beading. 
Tribal elders taught traditional values and an experi- 
enced psychologist provided client-centered psy- 
chotherapy (100,101). 

The Salish-Kootenai program is regarded highly 
by both the tribe (62) and the IHS (236), and similar 
approaches have begun to be used around the 
country (102). Such techniques may play a major 
part in Indian mental health programs of the futuie, 
especially for adolescents at high risk of mentai 
health problems as a consequence of alienation and 
cultural adjustment problems. However, clinicians 
have expressed concern that efforts like this repre- 
sent a highly sophisticated form of intervention that 
should not be confused with the extensive array of 
cultural heritage classes and traditional value groups 
that perform important, but not necessarily therapeu- 
tic, functions iii .nany Indian communities. 

PREVENTIVE AND PROMOTIVE 
INTERVENTIONS 

Overview 

Debate continues about the most appropriate set 
of terms by which to distinguish the broad domain 
of prevention from other approaches to or activities 
in mental health (161). The tripartite division of 
primary, secondary, and tuliary prevenuon, each 
with separate methodological emphases, enjoys the 
greatest currency (55). As Bloom ^,41) noted, th^ 
goal of primary and secondary prevention is to 
reduce the prevalence of disease or disorder in a 
given population, whereas the object of teriiar> 
prevention is to ameliorate the discomfort or disabil 
ity that attends an exisung disease condiuon. Bloom 
(41), Wagenfeld (369), and others have argued that 
the latter actually falls outside of the realm of 
prevention since such tfforis are not designed to 
decrease the occurrence of disease. 

Primary prevention, which seeks to lower the 
prevalence of disease by reducing its incidence, can 
be accomplislied In three ways: health promotion 
and enhancement, disease and disorder prevention, 
and health protection (42). Health promotion and 
enhancement involves building or augmenting adap- 
tive strengths, coping resources, survival skills, and 
general health. In addition to focusing on the 
capacity to resist stress, health promotion and 



enhancemen. require an understanding of the condi- 
tions which ^^enerate stress and ma> negatively 
affect psychosocial functioning. There is very little 
research of this nature in the Indian mental health 
li' jrature (188). Exceptions include work by Dinges, 
Yazzie, and Tollefson (82) on developmental task 
accomplishm.ent among Navajo parents and chil- 
dren, by Kleinfeld (163) in her study of the 
characteristics of successful boarding school parents 
for Alaska Native students, by Lefley (178) in her 
research on the familial and social correlates of 
psychological health among Miccosukee children, 
and by Goldstein (115) in the Toyei model dormi- 
tory project. 

Disease and disorder prevention encompasses a 
much narrower specuaim of concerns. It targets a 
specific disorder and, based on an analysis of risk 
factors, attempts to manipulate one or more condi- 
tions to forestall the occurrence of the disease. The 
vast bulk of primary prevention research in Indian 
menial health is of this type, but seldom moves 
beyond the identification of risk factors. Hence, the 
literature is replete with profiles of the **typical'* 
Indian alcoholic, delinquent, addict, and suicide, and 
lacks data on the effectiveness of potential re- 
sponses. 

Health protection techniques employ regulatory 
and legislative action to reduce the probability that 
the disease agent and host will come into contact. 
Bonnie (44) discussed health protection in terms of 
four legal su-ategies. establishing the conditions of 
contact (availability), deterring undesired behavior 
through punishment, symbolizing an official posture 
tON^diXi the behavior, and influencing the content of 
messages in the mass media. With respect to Indian 
com'Tiunities, the classic **experiment" in health 
protection has been the federall) imposed (and in 
many places now uibal) prohibition of liquor sales 
and Hquor consumption on reservation lands. Levy 
and Kunitz (182) and May (201) clearly demon- 
strated that the prevalence of "problem drinking" 
and of associated phenomena (accident, arrest, and 
homicide rate^) are not necessarily lower and may be 
even higher on **dry'* reservations than on *'wet'' 
reservations.^' 

Secondary prevenuon seeks to reduce the preva- 
lence of disease or disorder through early case 
finding and treatment. A reduction m the duration of 



'"^However, the more recent lAHS found a lu\ver prcv alcncc of alcohol u^c among Indian adoiciccnia on rescrv auurii wah more rcaintiivc dnnkin^ 
taws (see ch. 2 of this Special Report). 
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a case consequently, decreases the total number of 
active cases at an> given point in time. Research of 
this nature is extremely sparse in the American 
Indian and Alaska Native mental health literature. 
To permit earlier intervention and more appropriate 
treatment, researchers have begun to identify the 
relationslups among psychophysiological symptoms, 
indigenous categories of illness, and research diag- 
nostic criteria for depression within various tribes 
(e.g.,195). McShane and Plas' (220) study of the 
psychoeducational impact of otitis media, specifi- 
cally of parent reports of the number of a child's ear 
infections as a means of early detection of psych- 
oeducational problems, is anu^ner example. How- 
ever, as with primary prevention efforts, these are 
not evaluauons of the effectiveness of secondary 
prevention strategies. 

Preventive and Promotive Efforts Specific to 
Indian Adolescents 

A recent review of the published literature re- 
vealed approximately 45 articles that specifically 
describe prevention and/or promotive programs 
targeted to Indian adolescents (193). The interven- 
tions reported in this literature largely represent 
examples of promotional (65 percent) and primary 
prevention (73 percent) programming. There were 
no studies of how effective these efforts have been 
in accomplishing their respective intervention goals. 

In an earlier review for the IHS of school- and 
community based alcohol and substance abuse pre 
vention programs, counseling and refenal, work 
shops and training, self-help and support groups, and 
dnver education were the most n.*merous types of 
activities found (346). Adolescents were the most 
frequently menuoned target groups. This review 
also reported infrequent evaluation of program 
outcomes. Objective measures were employed in 
fewer than 30 percent of the identified preventive 
interventions. The greatest gain** included increased 
participant involvement in outreach programs and 
increased reporting of abuse, family violence, and 
other forms of antisocial behavior. Actual decreases 
in such alcohol and substance abuse problems as 
arrests, suicide, abuse and neglect, and chemical 
dependency ranged from minimal to negligible. 

Unfortunately, the published record does not 
reflect the extent to which preventive and promotive 
activities are currently underway in Indian commu 
nitics. In order to get a sense of the range of such 



interventions, the NCAIANMHR contacted tribal 
agencies and community -based organizations re- 
questing the following information, program spon- 
sor, title, participant characteristics, intervention 
focus, and format. As of May 9, 1988, 194 programs 
were identified with significant preventive interven- 
tion acti ties. Nearly one-half of these programs 
were operated or sponsored by local tribes or native 
organizations, one-third were managed by private 
nonprofit groups, and one-quarter were administered 
by IHS. Of the actual preventive interventions, 
two-thirds involved counseling or psychotherapv 
and one-half provided education and training or c 
and program consultation. Roughly one-third em- 
phasized recreational or cultural events. Programs 
were asked about the effectiveness of their ap- 
proaches to which many responded affirmatively, 
but few acknowledged having gathered empirical 
data to support such conclusions. Clearly, additional 
work is needed to determine the characteristics of 
effective pi^vention programs. 

CULTURAL SENSITIVITY IN 
INDIAN MENTAL HEALTH 
PROGRAMS 

''Mental health" and ''mental illness" can be 
controversial terms, involving as they do implica- 
tions for the way a person thinks and the ways in 
which he or she interacts with others. In their effort 
to help meet the goal of the U.S. DHHS National 
Institute of Mental Health's (NIMH) Child and 
Adolescent Service System Program (CASSP) that 
services to minority children be appropriate, the 
CASSP Technical A.ssistance Center at Georgetown 
University recently published a monograph geared 
toward developing a "culturally competent" system 
of care (68). The needs of Indian children were 
among those considered when the CASSP team 
developed its report. 

The CASSP analysis suggested that problems 
related to cultural variation can arise at several levels 
in the intervention system for mental health prob- 
lems: policy, resources, training, practice, and re- 
search. At the policy level, the most important 
problem is that States have noi had a specific focus 
in the area of services to children of color. Indians 
theoretically have their own source of health care in 
the IHS, but, as described previously, resources are 
scarce. In general, according to the CASSP team, 
minority -conu^olled programs and agencies continu- 
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ally struggle for survival: ** With scarce resources it 
is difficult for such programs and agencies to 
develop culturally-specialized approaches or materi- 
als for use with their clients. Consequently they 
remain underdeveloped.*' The training of mental 
health professionals is troublesome in that there is a 
shortage of trained minority persons to work in the 
field, and the ex'^ting curricula for mental health 
provide^d Inadequately address the needs of minor- 
ity communities. When minority persons have 
successfully completed training, they sometimes 
find thai the education offered by the nonminc ity 
institution serves to alienate them from their com- 
muiuty rather than make them a resource (e.g., see 
171). 

Some of the practice issues uncovered by the 
CASSP analysis are cross-cultural issues, while 
others are applicable regardless of the service 
provider*s identity. Cross-cultural issues include 
such areas as historic distrust^ language and commu- 
nication barriers, and culturally biased assessment 
techniques. Value conflicts, stereotypes, and unreal- 
istic fears of minority clients can arise regardless of 
the service provider's identity. Many of these issues 
are of longstanding concern in the provision of 
mental health treatment and prevention services to 
Indians, and the need for cultural sensitivity is 
repeated whenever an evaluation of services is 
conducted (e.g.» 355). These issues are of particular 
concern to adolescent mental health. One character- 
istic of adolescence is the experience of an * identity 
crisis" (97), and thus Indian adolescents may be 
more likely than Indians of other ages to experience 
distress as a result of feeling caught between two 
cultures (368). Problems with policy, training, and 
practice may be due in part to an inadequate 
research base on the cliaracteristics and mental 
health needs of minorirv ':hildren and adolescents. 
According to Cross '^A his colleagues, current 
research too often fails to consider culture as a 
variable, and funding sources for research histori- 
cally have not been sensitive to minority needs and 
thus do not follow direction from minority commu- 
nities. 

With the support of Congress, IHS has made an 
effon to bring more Indian mental health providers 
into the system. One hundred nine of the 198 mental 
health providers are Indians. However, most arc 
social workers and mental health technicians (355). 
Only 4 of the 37 clinical psychologists are Indian. 
No psychiatrists are Indian. 



Even Indian heritage does not guarantee '^cultural 
competence." There is considerable diversity in 
language and heritage among the more than 500 
Indian tribes (355). For example, differences among 
Alaska Native tribes can be as great as between 
Native and non-Natives. The Oklahoma City region 
serves members of more than 60 tribes who were 
originally from different areas of the North Ameri- 
can continent but v/ho were induced or forced to 
resetUe in the Oklahoma area. 

Thus, there is a long-recognized need for en- 
hanced cultuj:al awareness and training among 
health care providers of all kinds. The draft IHS 
MHPB National Plan recommended that: 

A more systematic program for orienting new 
mental health providers and for upgrading the skills 
of mental health staff and of other human service 
providers regarding mental health care and relevant 
cultural issues should be developed and imple- 
mented. New mental health staff shouW be fully 
oriented to the mental health program and to the 
cultural traditions and community of the tribeAribes 
which are served'. Such orientation should emphasize 
that Native Americans often fail to acceptor respond 
to western mental health treatment procedures be- 
cause of inherent socio-cultural factors, and that 
these factors must be taken into account and 
integrated into planmng treatment strategies at all 
levels (355). 

COMMUNITY INVOLVEMENT 

Throughout the Nation and abroad, consumers are 
becoming increasingly involved in planning mental 
health services (19), and providers of services for 
young people are beginning to seek theu* continuing 
assistance. Not only is community involvement 
consonant with the spirit of Indian Self-Deter- 
mination (Public Law 93-638 as amended), but it can 
enhance the feelings of self-efficacy ? .a control that 
may be important to improved mental healtii (e.g., 
18a). 

Specific to Indian adolescents, the Laguna- 
Acoma Teen Center in rural New Mexico was 
developed with conununity participation (73). Teen- 
agers themselves were involved in the planning and 
design of the Center, and continue to serve as an 
ongoing Teen Advisory Group, consulting with the 
adult program directors. The teens also prepare a 
peer-targeted, teen health-oriented newsletter, pro- 
duce videotapes and skits, help teach fellow suidents 
and elementary school children, and are involved in 
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evaluating the Center's programs. As part of the 
United National Indian Tribal Youth (UNITY) 
organization, Indian youth have been involved in 
needs as^sessmenls and have provided testimony to 
Congress on their views of the needs of Indian 
adolescents. One of the most pressing concerns 
identified by UNITY members at a May 1987 
UNITY Conference was to improve communication 
between themselves and tribal government officials 
(306).i» 

Recognizing the importance of youth involve- 
ment, IHS and BIA are developing apian to promote 
the involvement of youdi in community actions 
involving alcohol and substance abuse, including 
encouraging the selection of youth as members of 
Tribal Coordinating Committees (361). It is impor- 
tant to note, however, that mental health treatment is 
a health care specialty like any other. In addition, 
Indian conmnmities are unusual in that it they may 
be host to two mental health approaches: western- 
oriented psychotherapy and traditional medicine. 
Thi>s, conflicts concerning ^proaches to treatment 
among mainstream mental health professionals, 
traditional medicine specialists, and communities 
may be inevitable (19). 

HOLDING THE SYSTEM 
TOGETHER 

In planning a mental health system, it is not 
adequate simply to know the mental health needs of 
Indian people in a particular area and to be aware of 
available treatment and prevention. Treatment plans 
for patients often require that several interventions 
be used simultaneously. Patients need to be able to 
have access to services, or the services will not work. 

Overview 

In planning the development of a comprehensive 
menial health system, it is useful to consider the 
system as a continuous whole. Several types of 
deficiencies may exist Test (308) described them as. 
a) **gaps" in the system — places where the compo- 
nents to meet some unmet need are inadequate or 
non-existent; b) "cracks" in the system — spaces 
between existing system elements resulting from a 
lack of communication, coordination, or clearly 



defined responsibilities; and c) difficulty in keeping 
the patient or client involved in the system. 

All of these problems exist in the health care 
deUvery systems in Indian communities, as Manson 
and Neligh (194) have noted. There are a variety of 
barriers to good care for the patient who must receive 
services from an array of different providers and 
agencies. 

Bachrach (18) urged thinking of continuity of care 
as having several dimensions: 

1. a temporal or longitudinal dimension that 
implies a course of treatment, unencumbered 
by the patient's having to put together discrete, 
unconnected episodes of service; 

2. an individual dimension in which care is 
planned with and for the patient and his fanaly; 

3. a cross-sectional dimension consisting of com- 
prehensiveness and continuity of care. 

4. flexibility such that a patient is relieved of 
pressures to exhibit **progress" or to move 
'•forward" along a continuum; 

5. a relationship dimension in which contacts with 
the service system are, ideally, of a primary 
nature and are characterized by familiarity and 
closeness; 

6. an accessibility dimension that ensures one the 
ability to reach the service system when needed; 
and 

7. a communication dimension such that different 
agencies and individuals may be responsible 
for a patient's helpers. 

Mc Arthur (210) and Albaugh (7) provide concrete, 
practical examples of how these dimensions can be 
incorporated into local programming of services for 
Indian adolescents and their families. 

Coordination Efforts Among 
Indian-Serving Agencies 

Recently, IHS and other agencies in the U.S. 
Department of Health and Human Services have 
begun to address the issue of inier-and intra-agency 
coordination. These efforts primarily address the 
problem of alcohol and substance abuse among 
Indian people, including adolescents, and were 
stimulated by Public Law 99-570. Among these 



i^Morc than 300 Indian youih rcprcscming 53 tnbcs from 2 1 Stales participaicd in ihc UNrFY conference, which was sponsored by Yoiuh 2000. a 
jomi U. S. Dcpartincniof Health and Human Services and Ll» S. Dcpartraem of Labor campaign. The Indian youth idcmified their most pressing needs 
as. \) alcohol, drug, and oihci substance abuse, 2) suicide, 3) teenage pregnancy, 4) preservauon of tribal culture and traditions. 5) communication 
between themselves and inbal government officials, 6) fundmg for higher cducauon, 7) motivauon and sclf^cem. 8) school dropout, 9) lack of 
recreational facilities; and lO) unemployment. 
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coordinating efforts are a U.S, DHHS Inter-Agency 
Task Force consisting of IHS, Office of Human 
Development Services, the Administration on Aging, 
the Alcohol, Drug Abuse and Mental Health Admin- 
istration, and the Office of Minority Health (349). 
Memoranda of agreement (MoAs) have been signed 
between the MS, these agencies, and others (i.e., 
Administration for Native Americans, Administra- 
tion for Children Youth and Families) resulting in 
coordinated Discretionary Gram Programs to pro- 
vide support ic Indian communities which face 
alcohol and substance abuse problems. In addition, 
BIA and IHS have signed MoAs on child protection 
and alcc^iol and substance abuse (356,357). As a 
result of the Child Protection MoA, L-IS and BIA 
fomfied a National Oversight Committee for Child 
Protection; the Committee is attempting to woric 
more closely with tribes, the FBI (222) and the 
Office for Victims of Crime on child abuse (5 1 ). The 
purpose of the alcohol and substance abuse MoA 
was to develop a management framework for 
implementation of the Indian Alcohol and Substance 
Abuse Prevention and Treatment Act of 198G 
(Public Law 99-570) resulted in an OMAP (361). In 
response to longstanding concerns about lack of 
coordination, WS MHPB and A/SAPB also signed 
an MoA dated October 31, 1988 (353). 

CONCLUSIONS AND 
POLICY IMPLICATIONS 

^' little systematic research has been con 
ducted on the effectiveness of specific therapies with 



Indian adolescents. Where success has been noted in 
the literature, it often reflects the judgment of the 
clinician providing the ti^aiment rather than the 
conclusion of an objective observer conducting 
rigorous research. This situation is true of much 
research on mental health services (144,323). None- 
theless, OTA and others have concluded that, 
overall, more is known about how to provide menial 
health treatment to children, including adolescents, 
than is generally put into practice (323). Thus, it is 
unL/tunaie that even in the Nation at large, children 
and adolescents represent an underserved popula- 
uon. Among Indians, the siiuai'on is more critical, 
vdth only 17 child and adolescent-trained mental 
health professionals in the IHS mental health system 
and extremely limited access to inpatient care, 
residential treatment centers for emotionally dis- 
turbed children, anc" the other forms of care that 
constitute a desirable continuum of care. Tribally 
run programs such as parent groups are available to 
adolescents but few are specifically designed to 
meet their special needs. 

OTA concludes that approximately 160 to 200 
mental health providers especieJly trained to treat 
children and adolescents are needed in IHS service 
areas. OTA was unable to calculate an increase for 
urban areas because the number of Indian children 
and adolescents in urban areas is unknown. How- 
ever, a ratio of 4 to 5 mental health professionals per 
10.(X)0 children, including adolescents, seems war- 
ranted. 
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Appendix A 

Earlier EvalUvations of American Indian and Alaska Native 
Adolescents' Mental Health Needs and Services 



Public concern for the mental health of Amencan 
Indian and Alaska Native >outh arose iniDai!) within the 
context of their educaDon, dating to an often-quoted 
publication entitled The Problem uf Indian Admimstra 
tion, more commonly kno\vn as the Menam Report v223 
The Menam Repon highlighted a number of .senous 
school-related conditions that threatened Indian >outirs 
physical and emoDonal well-being. Sweeping reforms 
were encouraged. For example, the Menam Report 
recoiPmended raising food and clothing allowances, 
introducing Indian culture into the cumculum, and 
increasing the number and qualifications of school 
personnel. It also urged the consu^coon of local day 
schools to serve as community centers. The intent was to 
improve the educauonal environment and render it more 
relevant to the daily life expenerxe of Indian youth, 
thereby enhancingtheirsenseof "personal secunty* and. 
consequently, the authors presumed, their academic 
competence. Many of these reforms wjre pursued by John 
Collier during his tenure as Commissioner of Indian 
Affairs from 1933 to 1945. However, ensumg administra- 
tions presided over the reversal of most of the!>e advances 
(305). 

Ii was not unol nearly a quarter of a century later, with 
the issuance of the Kennedy Report in 1969, that the 
pubhc spotlight returned to these concerns, and therefore 
to the mental health of Indian >outh i326). Congressional 
forces, tnbal leadership, and professional opinion coin- 
cided. As a result, the Senate Special Subcommittee on 
Indian Education reached extraordinanly negative con- 
clusions about the impact of Federal policy on Indian 
adolescents in boaicing schools, cinng a " dismal record 
of absenteeism, dropouts, negative self-image, low achieve- 
ment, and. ulDmately. academic laiiure /" i326) Its 
re commendanons echoed many of those advanced by the 
Menam Repon, 40 years earlier. Slow, but definite 
progress became evident i305) as new auempis at 
educauonal ennchment were undertaken, embodied in 
subsequent inuiatives such as the Office of Economic 
Opponunity Headsian, Title IV of the Indian Education 
Act, and the remolding of Johnson-0'Malle> programs 
(305). 

Though educauon, especially boarding schools, cuntin 
ued to serve as a major forum for the discussion of Indian 
children 's mental health, other areas of concern began tu 
emerge. Kane and Kane U56> pointed out that the IHS s' 
preoccupauon with infectious diseases, though impuriant. 
Ignored the social and psychological welfare of Indian 



people, and youth in particular (156) The consequences 
of ignonng adolescents' social and psychological prob- 
lems were thought to be far-reaching and included 
alienation, adjustment difficulties, child abuse and ne- 
glect, alcohol dependence and aluse. and suicide IHS 
mental health programming had begun just shonly before, 
in 1965-66, with a small outpatient chnic on the Pine 
Ridge Reservation and the formation of the Office of 
Mental Health Programs. 

Interest in mental health services soon spread to other 
IHS areas. Yet these efforts almost exclusively empha- 
sized adult services, as demonstrated by Attneave and 
Beiser's system-wide evaluation in 1974 (16) In their 
evaluauon. the authors concluded that "services to 
children tend to be sporadically dispersed throughout IHS 
menta: health programs. In part the focus on this age 
group depends on the acuvities of other programs such as 
Maternal and Child Health within IHS and Headstan and 
Day Care outside of IHS " 

Public attenuon to the mental health needs of and 
services for Indian youth reached its zenith between 1976 
and 1978. It came about through the convergence of three 
separate but related lines of advocacy One effort focused 
on child welfare services. In 1976, the Children's Bureau 
withm the Office of Human Development published a 
major studv by the Denver Research I^^titute entitled 
Indian Child Welfare 4 State of the Field Stitdy (329). It, 
together with a similar volume issued by the Indian 
Family Defense Fund (53). documented the alamung 
rates at which Indian youth were removed from their 
homes and placed for either foster care or adoption with 
non-lndian families Major menuil health problems were 
believed to follow from this practue. atuibuted in large 
part to the subsequent disruption of the child's stilN 
evolving soc.al and cultural identity The well-known and 
>ull controversial Indian Child Welfare .\ct (Public Law 
95-608 J resulted from these and related endeavors, giving 
nse to local Indian Children's Welfare programs that have 
played an important role in identifying and canng for 
troubled vouth and their families 

Another effort continued earlier criticisms of the 
general state ut Indian health care. The T ma! Report of the 
Amencan Indian Pv^licy Review Committee, delivered to 
Congress in 1977, opened with a broad condemnation of 
Federal and State pi>hcies regarding human services in 
Indian communities 021) Stating that the quality of 
Indian life ranked lowest by vmually any statistic, the 



'In 1955. rcsponsibilily for Indian health was iran^^crul from ihc I S Dcpartmcni oi ihc Inicriof. Bureau of Indian \(Ujs Bl \). the then I S 
^ jpanmcni of Health, Educauon, and Welfare inovi DHHS>. and the Indian Health Service iIHSj was fonned 
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Committee concluded thai ii was not surprismg thai so 
many Indian fa^ailies had been devastated b> social 
disintegration caused by mental illness and alcohclism. 

The third effon sprang from the 1978 President *s 
Commissiv.li on Mental Health. The Report of the Speaal 
Populations Subpanel on the Mental Health of Amencan 
Indians and Alaska NaUves <253> realfirmed the findings 
of these previous reports and strongly endorsed iheir 
recommendaDons. In addiaon, it bnefly highlighted the 
special mental h:alth need^ of handicapped y^uth, of 
juveniles in the criminal justice system, and of youth 
experiencing rapid sociocultural change. The subpanel 
called for the development of a wide array of child mental 
health services, including family -onented resource cen 
ters to provide diagnostic assessments, counseling, and 
followup, foster care and adoption services, and youth 
group homes. Their repon frequently repeated the need to 
coordinate across State, tribal, and agencies. 

In response to these reports, the IHS outlined plans for 
a series of regional Indian Children .s Programs thai 
would render and/'or coordinate a continuum ot meniui 
health care, ranging from ba^c screening efforts to 
intensive residential treatment. The first program began m 
19''9at Albuquerque, New Mexico, and was founded on 
a then unique mteragency agreement between the IHS and 



BIA. Unfortunately, effective advocacy for Indian child 
mental health services gradually dissipated in the face of 
a major economic recession and severe budget cuts of 
federally supported health and human services. The 
Albuquerque-based Indian Children's Program proved to 
be the only one of its kind ever funded Eventually even 

t was dismantled, having been unable to shift to the 
national scope required for successful jusrification of 
continued support. However, before closing, the program 
conducted a rev iew that determined that Indian children 
with social and mental health problems are not well 
served" (342). This report, Photmx IHS Area Review 
Peuepttuns uf SentLc for S penal .^eeJ^ Children v342>, 
indicated that >ounger children in need of care are not 
idenufied appropnately and are the most difficult to link 
with appropnate services, that the urban Indian popula- 
tion is essentially unaware of available services for 

hildren, and that the youth of rural Indian families are 
least likely to receive specialty care. As the highest 
prionty for future programs, the Indian Children^ Pro- 
gram repon stressed coordination among tnbes. State, and 
Federal Government. The propoi>ed mechanisfr* involved 
teamb involving multiple discipline^ and agencies, with 
^ase management, a registry system, and an interagency 
resource directory 
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Appendix B 

Population Estimates for Estimating Suicide Death Rates 



Official estimates of the IHS service population (those 
persons living on or near reservations or in urban settings 
where IHS has facilities) by age and gender are currendy 
not available. Therefore population esumates used to 
calculate rates for this repon should be considered as 
**unofficial." 

Two methiods for estimating the IHS adolescent service 
population were considered. The first method, which was 
used for this report, uses the following calculations. 

• The age and sex distribution for adolescents from the 
1980 census data on the reserv/.iion states population 
was applied to the 1 980 estimated service population 
(those living on or near reservations) to obtain a 
count of 10-14 and 15-19 year olds. (No count of the 
actual 1980 service population is available.) 

• Five year age cohorts for the ages 5-9 (to be used for 
step#3), 10- 14,and 15-19 were calculated for males 
and females using the age and gender distribution for 
reservation states in 1980. Each five year cohort was 
divided by five to obtain single year age estimates 
Also, for step #3, estimates of 4 year old males and 
females were calculated for 1980. 

• For the years 198 1 through 1986. the population was 
' aged" forward by one year. Thus, 10 year olds in 



1980 became 1 1 year olds in 1981 and so forth. Since 
mortality data for the IHS service population is 
available by single year of age and gender, deaths 
occuiring in each single year age group were 
subtracted. 

An alternative method would have been to calculate 
population estimates using the 1980 reservation states age 
and gender distribution and apply it against the total IHS 
service population estimates developed for the IHS chart 
series (355a). These estimates show that the overall IHS 
population is increasing by approximately 2 percent per 
year. However, using this technique would also imply that 
all age groups are growing at an even rate when, in fact, 
this is not the case, llie increase in the IHS service 
populanon is occumng primarily through increased births 
and decreased deaths in the older a^.e cohorts. If this 
method for calculating the adolesce'it population were 
used in computing either age-specific death or fertility 
rates, those data would show artificially sharp declines 
(due to increases in population versus a decrease in the 
absolute number of events) in companson to other 
adolescent populations. 

Tables B-1 and B-2 show a comparison of the results 
for the two population estimation methods. 



Table Service Area Population Estlniates U^ng Method #1 





1980 


1981 


1982 


1983 


1984 


1985 


1986 


Females. 
















10-14 


45,665 


45.150 


44.637 


44.134 


43,633 


43.167 


43,305 


15-19 


49.725 


48.864 


48,012 


47.169 


46,340 


45.522 


45.01"/ 


Total 


95,390 


94,014 


92.649 


91,303 


89.973 


88.689 


88.322 


Males 
















10-14 


47.155 


46.511 


45.862 


45.226 


44.575 


43.949 


44.174 


15-19 


50.535 


49.728 


48.962 


48.233 


47.555 


46.969 


^^310 


Total 


97.690 


96.239 


94.824 


93.459 


92.130 


90.918 


90.484 


SOURCE Offjce of Technology Assessment 1990 














Table B-2>-lHS Service Area Population Estimates Using Method #2 






1980 


1981 


1982 


1983 


1984 


1985 


1986 


Femaies. 
















10-14 


45.665 


46.810 


48.013 


49.790 


51.708 


53.107 


54.518 


15-19 


49.725 


50.972 


52.282 


54.217 


56,306 


57.828 


59,365 


Total 


95.390 


97.288 


100.295 


100.407 


108.014 


110,935 


113.883 


Males 
















10-14 . . 


47,007 


48.186 


49,424 


51.253 


53.228 


54,668 


56,120 


15-19 . . 


50.537 


51.804 


53,135 


55,102 


57,225 


58,773 


60.334 


Total 


97.554 


99.990 


102.559 


106.355 


110.453 


113,441 


116,454 



SOURCE Offoe of Technology AssessTTont 1990 
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Appendix C 

Overview of Indian Health Service 



The U.S E)epartmem of Health and Human Services 
(U.S. DHHS), primarily through the Indian Health 
Service (iHS) of the Public Health Service (PHS), is 
responsible for providing Federal health services to 
American Inaiatts and Alaska Natives. Federal Indian 
health services are based on the laws which the Congress 
has passed pursuant to its authority to regulate commerce 
with the Indian Nations as explicitly specified in the 
Constitution and in other pertinent authorities.^ The goal 
of the IHS program is . raise the health stau»s of 
American Indians and Alaska Natives to the highest 
possible level (Indian Health Care Improvement Act 
(Public Law 94-437 as amended)). IHS defines its service 
delivery responsibilities to include a comprehensive 
range of inpatient and ambulatory medical services, 
dental care, mental health and alcoholism services, 
preventive health (immunizations and environmental 
services such as sanitation and water safety), health 
education, and Indian health staff development programs 
(322). 

IKS provides these health and health-related services to 
eligible Indians in a variety of ways. The approximately 
1 million Indians^ (355a) who live on or near reservations 
are theoretically eligible to receive the comprehensive 
range of services at no cost to the individual Indian, 
regardless of other health insurance coverage or ability to 
pay. This program of services is provided in facilities 
owned and operated by IHS, and is known as the dirtct 
care program. 

Although in principle IHS services are comprehensive 
and readily available at no user cost, in fact tht;, are 
limited by IHS budget constraints and b> the uneven 
distribution of services among IHS areas that has devcl 
oped over the years (322) When no IHS facility is 
accessible or when specific serv ices are not av ailable frcnn 
IHS facilities. Indian patients may require referral to 
private providers under the IHS contract ^are progrcun. 
It is important to note that contract care is a separate item 
in the overall IHS budget, and that contract care budgets 
sometimes have been so limited that needed referrals 
cannot be made Thus, while they may not be directly 
affected by ability to pay. In'^ians may tace serious 
obstacle > in obtaining health care services through IHS. 
Another obstacle to obtaining contract care is that 



eligibility for such services is more restricted than for 
direct care. 

Another factor in the IfIS delivery system since the 
Indian Self-Determination and Education Assistance Act 
of 1975 (Public Law 93-638). amended in 1988 (Public 
Law 100-472). has been the operation of health facilities 
and service programs by Indian tribes. Direct care 
facilities, contract care programs, facilities construction, 
and special programs such as community health represen- 
tatives, mental health and drug abuse, and health educa- 
tion initiatives may be administered by tribes under 
self-determination or 638 contracts. Most of these serv- 
ices, like IHS's own services, are reservation based, and 
they are provided to IHS-eligible Indians at no cost to the 
individual. But Indian tribes may also use non-Federal 
sources of payment, and may treat non-Indians (322). 

About half of Indians today reside in urban areas rather 
than on reservations.^ However, urban Indian health 
projects operate separately from the reservation-based 
IHS system. Unlike IHS-direct programs, urban projects 
may receive funds from non-IHS sources, are likely to 
treat non-Indians, and may request payment from Indians 
and non-Indians alike based on a sliding fee scale. Urban 
projects are simiiar to tribally operated programs in that 
they are more acuve than IHS programs in treating and 
billing non-Indians and in coordinating their efforts with 
other non-IHS health delivery programs (322). Primanly. 
urban programs must be more active in securing other 
funds because IHS only partially supports urban pro- 
grams. 

Although IHS programs provide health, dental, mental 
health, alcoholism, a.id pieventive health services, most 
of IHS s resources are. apparently of necessity, used to 
provide hospital-based and ambulatory services for acute 
and chfohic physical conditions. As shown in table C-i. 
for example, S723 million (77 percent) of IHS's total 
fiscal year 1988 budget of S935 million was used for 
hospitals and clinics, exclusive of dental, mental health, 
, nd alcoholism services. Another 9 percent of the budget 
was used for direct clinical dental, mental health, and 
alcoholism treatment services. 3 percent for direct and 
tribal dental services, 1.3 percent for direct and tnbal 
mental health serv ices, and 3. 1 percent to direct and tnbal 
alcoholism services. Of the clinical budget, S183 million 



'Social andhcalih services have been pru\ idcd io Indian tnbcs sirivC ihc nmc ihc tmteJ Siaici became an mdcpcndcni nation. Lnhl 1^21, when ihc 
Snyder Act (42 Stat 208. 25 L" S C section 13j was passed. Congress provided funds without spccifiv authonzauon. Sintc i92i, the Snyder Act has 
been the basic authorizing mccha.'ism to provide funds for Indian hcaJtli services i322>. However, while Congress has conjusicniiy provided funds loi 
Indian service programs, the courts 5o far ha>c ruled that these bcn^'fus arc voluntarily provided by Congress and nui mandated under the Fcda,J 
Government's inist rcspoTisibiht> for India tnbes ApprofS'iated funds arc public lnoncy^* and not ircat> or mbai fund> belonging rcail> lu the 
iScholder^ United States. 'MS F 2dll23 l9thCir.. \9)Qlcerj demed,^V.S 942(1970] 

^e exact number of Indians in the service population is not known with certainty (322), 

^Histoncal reasons for this arc discusssed m U S Congress. OTA (322). 
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Tab!0 01— 4HS Allocations by Budget Category, 
Rscal Year 1988 





Total area 


Percent 


AcUvity/^ubactivity 


allocations 


of total 


CHttleti 90rvic09: 






HospitaJ and dinics . 


$533,614,000 


57% 


Dental 


28,974,000 


3 


Mental health 


12,466,000 


1 


Aicoholism 


29,335,000 


3 


Maintenance and repair . . . 


11,359,000 


1 


Reimbursements 


6,227,370 


— 


Total health care delivery — 


$621,975,370 


66% 


Contract care 


183,481,000 


19 


Total clinical services • 


$805,456,370 


86% 


Pr9V9ntiv9h^lth: 






Sanitation 


$23,907,000 


3 


Public health nursing .... 


14,113,000 


2 


Health education 


4,413.000 




Community health reps 


27,282,000 


3 


Immunization 


395,000 




Total preventive health . . 


$70,110,000 


7% 


Urban projects 


9.624,000 


1 


Indian health manpower . , 


7,646,000 


1 


Tnbal management . 


3 094,000 




Direct operations 


39.104,000 


4 


TotB! aik)wanc9s issued 


$925,034,000 


100% 



*tjess than 1 percent of total. 



SOURCE U.S. Depanment of Heaith and Human ServH^as. Putxtc HeaJih 
Sorvjc©. Indian Health Service. "Fiscal Yea; 1990 Justification 
of Appropnation Estimates for Commtttee on Appropnattons. 
Volume XI— Indian Health" (Washington, DC US Departnwnt 
of H^jaJth and ' nan Services. Public Health Service, 1989) 



(25 percent of the clinical budget) was used to provide 
contract care services."^ 

Seven percent of IHS's budge't was used for preventive 
health services (i.e., sanitation, public health nursing, 
health education, community health representatives, and 
immuniitations) in fiscal year 1988. Of IHS's total budget, 
$9.6 million (1.2 percent) was allocated to 35 urban 
projects. Although it is not shown separately in Cable C- 1 , 
approximately $218 million was used to suppon Indian 
self-determination (638) grants and contracts in fiscal 
year 1988. 

Organizationally, IHS comprises 12 regional adminis- 
trative units called Area Offices (see figure C-1).^ 
Currentiy, the Area Offices oversee 1 27 basic administra- 
tive units called Service Units. Of the 127 service units, 
52 are operated by tribes (see figure C-2). IHS operates 43 
hospitals, 131 health centers and stations, and 37 other 
treatment locations (figure C-3), while tribes operate 7 
hospitals, 313 health centers and stations, and 11 other 
treatment locations (figure C-2) (355a). Thirty-five urban 
health projects are partially supported by IHS (figure 
C-4). With the partial exception of the urban projects, IHS 
facilities are concentrated in the Western part of the 
Nation, where most reservation-based Indians live (figure 
C-5). 



^Some contract care funds are used for dental, mental health, and alcoholism services. 

*Technn.aily . the IHS office in Tw-son >b a headquarters offiu for ihc Offiv-c of Healif. Progjdiri Deveiopmcm. *hivh . ^ ii>punsibie foi administcnng 
health services delivery. For suiistic^l purposes, IHS considers Tacscm an Area Office. 
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Figure C-1 --Organization of the Indian Health Service 
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Health 
clinics 




Outreach 
and referral 
facilities 



Health 
clinics 



Health 
clinics 



SObRCE U S Departmem of HeaJth and Humar S©rv<»s. Putxc Hodth S«rvK». Indtan Hoatth Sorvjce, Offjco o* Planning, tvalaatton and Legistation. 
Division of Program Statistics. Trends in Indian Health, 1989 (Rockvtlfe, MD 1989) 
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Figure HMtth Services Managed by Indian and 
Alaskan Tribal Governments 



Figure C-3— Service Units, Hospitals, Health Centers 
and Stations, and Other Treatment Services 
Operated by Indian Health Service Aroa Offices 



Indian and 
Alaskian tnDal 
governments 



IHS area 
offices 



Service 
units 
(52) 



Ser vice 
units 
(75, 



Hospitals 
(7) 



Health centers 
and stations 
(313) 



Other 
locations 
(11) 



Hospitals 
(43) 



Health centers 
and stations 

(131) 



Other 
locations 
(37) 



SOURCE U S. Department of Health and HufDan Servcos. Public HoaJth 
ServK», Ifxjjan Health Service. Office of Plannir^g, Evaluation 
and Legislation, Division of Program Sitatistics, Trends tn 
Indian Health, r9S9 (RocKville. MD' 1989) 



SOURCE U S. Department of Health and Human Services, Public Health 
Se yice. Indian Health Service, Office of Plannino. Evaluation 
ar>d Ijegislation. Division of Program Statistics, Trends m tndtan 
Health, 79d9 (Rockvtllo, MD. 1989) 



Figure C-4— Indian-Operated Urt)an Projects 
Partially Supported by Indian Health Service 



Indian operated 
urban projects 
(33) 



Health clinics 
(28) 



Commuritty 
services 
(5) 



SOURCE U S, Department of Health and Human Services. Public Health 
Service. Indian Health Service, Office of Planning, Evaluation 
and Lisgislation, Division of Program Statistics, Trends in Indian 
Health, r9d9(RocKviile, MD 1989). 
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RQure OS-Child- and Adotoscant-Treinad Htontaf Haatth Cart Providers for Indian Adoiascams by IHS Sarvica Arae 




o Area office 

* Hospital 

A Tribaliy operated hospital 

• Health center 

o Tribally operated health center 

^ Rural-tribal health program 



□ Texas IS artmmistered ny Na^h. iie 
Oklahoma Citv inci AlDuauerque dferi^. 

I I Nor an IMS service area 



SOURCE Offjce of Technology Assessement. 1990 
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